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the present era have occurred before, long 

before military commanders realized the 
economic and military value of manpower and the 
importance of its conservation. The earliest at- 
tempts to provide hospitalization were the re- 
sponse to the humanitarian instinct rather than 
the recognition of the military importance of the 
hospital. 


N tte oe emergencies similar to those of 


Historical Background of Military Hospitals 


The first military hospital was established in 
Jerusalem for the Crusaders about the middle of 
the eleventh century by the Order of St. John of 
Jerusalem or the Knights Hospitallers. On ac- 
count of the opposition of the Mohammedans, pos- 
sessors of the Holy Land, it was necessary for 
these Knights to be warriors as well as hospitallers 
and they became famous for their military 
prowess. They were in effect the first military 
surgeons organized on a national basis. It was 
more or less the sort of thing that was envisaged 
by the Geneva Convention. The Order has gone 
through many vicissitudes. Its headquarters be- 
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ing changed from Jerusalem to Acre then to the 
Island of Cyprus, next to Rhodes, then to Malta, 
when they obtained the name The Knights of 
Malta, and finally when that island was taken by 
Napoleon in 1798 they established themselves in 
Rome. Under the Geneva Convention, the Hague 
Convention and similar international agreements 
this Order has exactly the same rights and privi- 
leges as the Red Cross and its emblem, the 
famous white Maltese Cross of eight points, is 
entitled to the same recognition as is the Geneva 
Red Cross. 


The branch of the Order in England was one 
of the original subdivisions of the Order. It has 
grown and flourished greatly and is now known 
as the Venerable Order of St. John of Jerusalem 
in the British Realms. The St. John Ambulance 
Association is one of the entities of this Order 
and has done tremendous work in all of the recent 
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wars including the present one. In Prussia the 
Branch of the Order is also independent, and it is 
known as the Bailiwick of Brandenburg of the 
Order of St. John of Jerusalem commonly known 
as the Johanniterorden. 


The Battle of Solferino in Lombardy, Italy, in 
1859, supplied the urge to civilians to mitigate the 
sufferings of soldiers in war by the establishment 
of associations to render aid to the sick and 
wounded of armies without regard to nationality. 
There was founded the Red Cross which by in- 
ternational agreements has been recognized as 
the official agency to supplement the work of the 
military medical services. In the United States 
the Red Cross was especially useful in providing 
medical supplies and services in the early stages 
of the World War before our organization was 
completed and quantity production was under way. 
One of the outstanding contributions in the history 
of modern war was the organization under the 
auspices of the American National Red Cross of 
the fifty base hospitals, almost all of which served 
in Europe during the early days of American par- 
ticipation in the World War. 


The Evolution of Military Hospitals 


The evolution of military hospitals is interesting 
but of little importance or value today. In the 
eighteenth century infection and cross infection 
took a high toll of hospitalized individuals. The 
first sensible change in hospital construction came 
late in the eighteenth century. The French 
Academy of Sciences in 1788 specified that wards 
should be in isolated pavilions and the capacity 
of wards restricted to provide sunlight and more 
adequate ventilation and to prevent overcrowding. 
These measures did much to control infection and 
cross infection for reasons not made known to 
us for 100 years later. It was on this principle 
that Surgeon James Tilton had constructed the 
log hospital in New Jersey in 1780. It was largely 
through his influence while Surgeon General of 
the Army that the pavilion type of military hos- 
pital became popular and remained so for a cen- 
tury. 


Even as military forces increased in size there 
was a continued tendency to limit the size of 
wards. For instance, during the War of 1812 the 
General Hospital at Burlington, Vermont, con- 
sisted of 40 wards for not more than 800 patients. 
During the Civil War, especially in the early 
stages, hospitals were established wherever pos- 
sible in existing buildings until the Government 
began its hospital construction program, again on 
the pavilion principle. Among the first of these 
were the Judiciary Square and the Mount Pleasant 
Hospitals in Washington, D.C. Between the Civil 
War and the World War nothing of importance in 


14 





hospital construction was developed in America 
except the adaptation of the inverted “V” type of 
hospital similar to the plans of the French hos- 
pital at Metz and several in the northern part of 
the United States during the Civil War. 


In looking over the peace time hospital struc- 
tures of the Army one wonders why the spread- 
out pavilion style was so long adhered to espe- 
cially in the large general hospitals. The answer 
is to be found in the yearly appropriation of Con- 
gress which usually provided for the central build- 
ing and year by year additional sums were granted 
until the construction plan was completed. Only 
in recent years have lump sums of sufficient size 
been appropriated to permit the immediate con- 
struction of the entire plant. Hence, the Army 
and Navy General Hospital at Hot Springs, the 
Fitzsimmons General Hospital at Denver and other 
large station hospitals such as those at Ft. Sam 
Houston and Fort Jay have been built “up in the 
air” according to modern plans. A striking ex- 
ample of this is the hospital of the Navy Medical 
Center now under construction near Bethesda, 
Maryland, several miles north of the District of 
Columbia. 


U. S. Military Hospitals in the First World War 


Hospitalization represents the ultimate step in 
the collection, evacuation, and rehabilitation of the 
sick and wounded in active military operations. 


At the time America entered the World War 
the number of beds in Army hospitals was 9530 
distributed in over 100 post hospitals, four gen- 
eral hospitals and five base hospitals. The first 
problem was procuring hospital space in camps, 
then the construction of base hospitals for the 
drafted troops of the National Army and for the 
National Guard at the 32 cantonments. Then fol- 
lowed the procurement of facilities or the con- 
struction of hospitals at the ports of embarkation 
and of debarkation. 


The cantonment base hospitals were standard- 
ized at 1000 beds and served as general hospitals 
in every sense of the term. In each base hospital 
two special wards with 20 beds each were usually 
provided for observation and treatment of mental 
cases with some facilities for the violently insane. 
About 8 per cent of the total hospital space in 
camps was designated for the isolation of cases 
of communicable diseases. The cubicle system 
was used extensively, particularly, during the in- 
fluenza epidemic which greatly increased the num- 
ber of patients and required crisis expansion in 
practically every locality throughout the United 
States and to a less extent in France. 


The expected percentage of ambulatory patients 
influenced the planning of hospitals. The mess 
halls of the base hospitals were designed at first 
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to seat 60 per cent of the patients. The number 
finally found able to go to the mess hall varied 
from 60 to 75 per cent and in some instances as 
high as 90 per cent. 


The time of the Armistice there were in the 
Army hospitals in the United States a total bed 
capacity of 170,000 with a census of nearly 120,- 
000. Of these about 90,000 were in the base hos- 
pitals constructed at the cantonments. Funds ap- 
propriated for construction and repairs of military 
hospitals from May 1917 to July 1919 totaled 
$242,865,512. 


Field Medical Units 


Our field medical units consisted of the attached 
battalion and regimental first aid and collecting 
units and the field hospitals and ambulance com- 
panies which were assigned to the infantry divi- 
sion for the collection of the regimental casual- 
ties and their transportation to the field hospitals 
where shelter and emergency surgery were pro- 
vided and the wounded made ready for transporta- 
tion to the rear. There were four ambulance com- 
panies and four field hospitals in the sanitary train 
of each division. The evacuation hospitals became 
the most important cog in the evacuation machin- 
ery of the A. E. F. The need for such units was 
recognized years before the World War and quite 
a number of evacuation hospitals each of 324 beds 
had been stored in our supply depots along with 


the field hospitals of 108 beds capacity, both using 
tentage for wards. 


The experience of the British with their Cas- 
ualty Clearing Stations and unusually large Amer- 
ican Infantry divisions made it very evident that 
the brunt of our evacuation task would fall on our 
evacuation hospitals. Consequently, these were 
increased to 1000 beds and, frequently, grouped 
and established at strategical points at or near the 
railheads where hospitals trains could be loaded 
for transporting the casualties to the base hos- 
pitals. Considerable definitive surgery was per- 
formed at the evacuation hospitals by their reg- 
ularly assigned personnel augmented by surgical 
teams, fracture teams and dental teams from the 
Auxiliary Professional Groups of the Medical Con- 
centration Center. 


During the World War when the lines became 
stabilized it was found desirable to advance surgi- 
cal facilities as far forward as possible. The 
American Army in France had provided for this 
purpose the Mobile Surgical Units patterned after 
the French Auto-chir. These units were provided 
with a limited number of beds for postoperative 
cases. They functioned in the divisional areas. 
Transportation for them was furnished from the 
Army transport pool. The Base Hospitals in the 
A. E .F. supplied the bulk of the fixed hospitaliza- 
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tion. They were established in existing hospitals 
and other available buildings but the majority of 
them were constructed by the Army Engineer 
Corps. Each had 1000 beds with the necessary 
utilities and railroad facilities and ground space 
for expansion. 


As time went on groups of base hospitals known 
as hospital centers were constructed to facilitate 
railroad evacuation and the sorting and care of 
special cases, such as the ordinary battle casual- 
ties, major fractures, gas cases and the sick. Fur- 
ther than this segregation of patients in the back 
areas, there was no attempt to provide special hos- 
pitals except for the neuropsychiatric (shell- 
shock) patients near the front. For these one in- 
stitution was set up in the First and Second 
Armies at the front and a base hospital quite well 
back in the Communication Zone. The Medical De- 
partment very early vetoed an attempt to estab- 
lish specialized hospitals in or near the Combat 
Zone. Such a multiplicity of hospitals would have 
necessitated the peddling ambulance loads of head 
injuries, fractures, abdominal wounds, etc., 
throughout the front areas and would have com- 
plicated the collection and evacuation procedures. 
The Base Hospitals were organized to receive and 
treat all kinds of sick and wounded. Convalescent 
camps and hospitals were found useful in freeing 
beds in Base Hospitals for battle casualties and 
provided recreational and training programs to re- 
habilitate a large percentage of wounded who later 
found their way back to the front. 


The value of a well-ordered medical service in 
the Theatre of Operations is eloquently expressed 
in figures of the British and the American forces. 
Our own estimates show that the Medical Depart- 
ment is able to furnish a large percentage of the 
required raplacements, 20 per cent in 60 days and 
50 per cent in 180 days following active operations. 
Replacements are the lifeblood of an army in the 
field and our base hospitals are an important 
source of this supply of manpower in terms of 
veteran soldiers already in the Theatre of Opera- 
tions. The bed requirements of a contemplated 
military force, as a result of the World War ex- 
perience, became an integral part of war plans, an 
actual entry in each plan rather than a contention. 
The bed requirements of a military force in the 
field today, however, is more of an unknown quan- 
tity than ever before because of the changing 
methods of warfare. 


In the A. E. F. the Medical Department stood 
out for 15 per cent of beds in fixed hospitals but 
never attained this goal. However, at the Armistice 
there were 192,000 men in the hospitals in France 
and 30,000 had been evacuated to the United 
States. Had the operations continued the 15 per 
cent estimate would not have been too high. In 
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the home territory the bed allowance of 5 per cent 
was the rule and was found adequate except dur- 
ing the epidemic of influenza. 


Upon the return of the A. E. F. from Europe 
distribution of the sick and wounded was made ac- 
cording to the location of the homes of the men 
and the classification of those invalided home. 
They were all received at the embarkation and 
debarkation hospitals on the Atlantic seaboard and 
distributed to general and special hospitals, the 
latter being provided for the the care of neuro- 
psychiatric, orthopedic, tuberculous, and certain 
hospitals were designated for cases of empyema, 
osteomyelitis and amputations. 


The Present National Emergency 


In the present instance the Army and Navy are 
proceeding with preparedness for actual war re- 
gardless of the eventualities of the so-called emer- 
gency. The experiences of the World War have 
been capitalized. The lessons of those four years 
may be formulated as follows: 


1 A modern war is a national enterprise requir- 
ing the mobilization of the entire country, its 
population, its industries, and its material re- 
sources. 


Supply is the dominant factor, demanding re- 
modeling of industry to meet the needs of the 
military service, a demand of increasing in- 
tensity because of the motorization and mech- 
anization of armies and the all-important air 
force. 


Organization, training and planning are nec- 
essary in peace to meet the needs of war as 
far as they can be anticipated. 


These principles have been expressed and 
given force by the National Defense Act as 
amended in 1920. A system of industrial 
mobilization and procurement planning was 
inagurated in 1921 in a way to synchronize 
supply with the mobilization of man-power. 
A balanced military force has been developed 
with provision for its training in peace time. 
Chief among these advances from the stand- 
point of the Medical Service is the develop- 
ment of the Organized Reserves by which 
adequate hospitalization can be expected. In 
this structure are found reserve station hos- 
pitals, evacuation, surgical and general hospi- 
tals, convalescent camps and hospitals and a 
Medical Concentration Center with profes- 
sional groups of medical and dental specialists 
to augment the service at the front and rear. 


Organizing Military Hospitals at Existing 
Civilian Institutions 


The general hospital is the basic element in hos- 
pitalization in camps and cantonments at home 
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and in providing definitive treatment in the The- 
atre of Operations. Some of these will be organ- 
ized at large but the more recent plan is to or- 
ganize these and other hospitals at existing civilian 
institutions. These reserve units, now known as 
Affiliated Units, are the outgrowth of the World 
War and the product of a persistent effort to per- 
petuate and rebuild the hospitals which had their 
origin some time before the United States entered 
the World War when a hospital of military pat- 
tern, under the direction of Dr. George W. Crile 
of the Lakeside Hospital of Cleveland, Ohio, was 
set up in Fairmont Park in Philadelphia to dem- 
onstrate its possibilities for military service. This 
was one of the fifty bed Red Cross Base Hospitals 
erganized by Colonel, now Brigadier General, Jef- 
ferson R. Kean of the Medical Corps of the Army. 
Each was sponsored by a civilian hospital or a 
medical school. They became militarized when 
accepted for service. Within a few weeks after 
the declaration of war, six of these hospitals were 
on the high seas en route to England and France, 
being America’s first contribution of military units 
to the Allies. After the World War many of these 
were reconstituted as organized reserve units with 
the same personnel so far as possible, thereby re- 
taining their local color and traditions. Time has 
dissipated the majority of these as serviceable 
units. A new generation of medical men has 
sprung up since 1920 and some method of arrang- 
ing for their service in an emergency was recog- 
nized as a necessity. 


Several years ago (1938) the Surgeon General 
of the Army proposed to the War Department a 
plan to reorganize the remaining base hospitals, 
now designated general hospital, and to establish 
general, surgical, and evacuation hospitals in the 
larger civilian hospitals and clinics of the country. 
Many difficulties were encountered, such as the 
regulations governing appointment, rank, promo- 
tion, training and active duty. Yet it was clearly 
recognized that the highly specialized members 
of the medical and dental professions will be 
needed in a national emergency. Some plan for 
their enrollment in grades higher than the lowest 
in order to make their valuable services available 
in positions of responsibility had to be worked out. 
The plan proposed contemplated the establishment 
of affiliated hospital units made up of members of 
the medical, surgical laboratory, and dental staffs 
of the existing civilian hospitals, this personnel 
to be commissioned in the ORC in grades consist- 
ent with their professional qualifications, the po- 
sitions they hold on the staffs of civilian hospi- 
tals, and the duties expected of them. The initial 
mobilization and administrative duties of these 
institutions when called into service are to be taken 
over by the Medical Department officers of the 
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Regular Army in much the same way as obtained 
in the Professional Groups of the Navy Reserves. 


This plan was tentatively approved by the War 
Department in 1939 and is now actually in opera- 
tion. Thus we shall have for another emergency 
these carefully selected units composed of inte- 
grated professional teams ready to respond at 
once. There is an important principle involved in 
this plan which at first thought might be consid- 
ered a recession from the generally accepted un- 
derstanding that civilian doctors must be trained 
in the duties of officers, that they must know the 
organization, function, and operation of the troops 
they serve; in other words, the recognition of a 
sharp difference between the civilian doctor and 
the Army medical officer. That principle is as 
true today as it ever was, but it applies more espe- 
cially to the medical units with combat troops 
where military training is absolutely necessary for 
the operation of a well-ordered medical service on 
the battle field. The principle, however, does not 
apply with equal importance to hospital units, 
many of which will never leave the Zone of the 
Interior or home country, whose tactical duties are 
almost nil, and whose administrative duties are 
quite comparable with those in civilian hospitals. 


The Affiliated Hospital Plan 


The Affiliated Hospital Plan meets the most im- 
portant feature of medical service of modern war- 
fare, the factor of time. It has been justified al- 
ready by the events of the European War. At the 
present time there are 1465 Medical, 162 Dental 
and 39 Medical Administrative reserve officers as- 
signed to these hospitals. The nurses are assigned 
from those enrolled by the American Red Cross 
Nursing Service. The hospital equipment is to be 
sent to the place where the unit is to be estab- 
lished. A list of the General, Evacuation and Sur- 
gical Reserve Hospitals now allocated follows: 


General Hospital 
a, eral Hospitals 


Bellevue Hospital, New York, New York 
Presbyterian Hospital, New York, New York 

Mt. Sinai Hospital, New York, New York 

University Hospitals, Cleveland, Ohio 

Harvard University Medical School, Boston, Massa- 
chusetts 

Massachusetts General Hospital, Boston, Massa- 
chusetts 

Boston City Hospital, Boston, Massachusetts 

New York Hospital, New York, New York 
Northwestern University Medical School, Chicago, 
Illinois 

Presbyterian Hospital, Chicago, Illinois 

Harper Hospital, Detroit, Michigan 

Johns Hopkins Hospital, Baltimore, Maryland 
Rochester General Hospital, Rochester, New York 
Hospital of University of Pennsylvania, Philadelphia 
Washington University Medical School, St. Louis, 
Missouri 

Buffalo General Hospital, Buffalo, New York 
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Tulane University Medical School, New Orleans 
Louisiana 
Cincinnati General Hospital, Cincinnati, Ohio 
University of Minnesota, Minneapolis, Minnesota 
University of Pittsburgh, Pittsburgh, Pennsylvania 
University of Colorado Medical School, Denver, 
Colorado 
University of California Medical School, San Fran- 
cisco, California 
Denver General Hospital, Denver, Colorado 
Indiana University Hospitals, Indianapolis, Indiana 
Albany Hospital, Albany, New York 
King’s County Hospital, Brooklyn, New York 
Jefferson Medical College Hospital, Philadelphia, 
Pennsylvania 
Yale University Medical School, New Haven, Con- 
necticut 
University of Maryland Medical School, Baltimore, 
Maryland 
Emory University Medical School, Atlanta, Georgia 
University of Wisconsin Medical School, Madison, 
Wisconsin 
Medical College of Virginia, Richmond, Virginia 
University of Oregon Medical School, Portland, 
Oregon 
College of Medical Evangelists, Los Angeles, Cali- 
fornia 

, Seattle, Washington 
Syracuse University Medical School, Syracuse, New 
York 
Creighton University Medical School, Omaha, 
Nebraska 
Western Pennsylvania Hospital, Pittsburgh, Pennsyl- 
vania : 
Louisiana State University Hospital, New Orleans, 
Louisiana 
Duke University Medical School, Durham, North 
Carolina 
Maine General Hospital, Portland, Maine 
St. Louis University Medical School, St. Louis, 
Missouri 
University of Minnesota, Mayo Foundation, Roches- 
ter, Minnesota 
Long Island College of Medicine, Brooklyn, New 
York 
University of Texas Medical School, Galveston, Texas 
Cook County Hospital, Chicago, Illinois 
University of Michigan Medical School, Ann Arbor, 
Michigan 
Vanderbilt University Medical School, Nashville, 
Tennessee 


Evacuation Hospitals 

Number 

2 St. Luke’s Hospital, New York, New York 

7 New York Post-Graduate Hospital, New York, New 
York i 

18 Methodist Episcopal Hospital, Indianapolis, Indiana 

21 Oklahoma State University Medical School, Oklahoma 
City, Oklahoma 

22 Milwaukee County Hospital, Wauwatosa, Wisconsin 

25 West Suburban Hospital, Oak Park, Illinois 

35 Gallinger Municipal Hospital, Washington, D. C. 

38 Charlotte Memorial Hospital, Charlotte, North Caro- 
lina 

46 University of Georgia Medical School, Augusta, 
Georgia : 

48 Rhode Island Hospital, Providence, Rhode Island 

49 Starling Loving Hospital, University of Ohio, Colum- 
bus Ohio 
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Worcester City Hospital, Worcester, Massachusetts 
Pennsylvania Hospital, Philadelphia, Pennsylvania 
San Francisco Hospital, San Francisco, California 
Anker Hospital, St. Paul, Minnesota 
Baylor University Hospital, Dallas, Texas 
Los Angeles County Hospital, Los Angeles, California 
University of Kansas Hospital, Kansas City, Kansas 
Roosevelt Hospital, New York, New York 
Surgical Hospitals 

Number 

20 University of Maryland Medical School, Baltimore, 
Maryland 
University of Texas Medical School, Galveston, Texas 
University of Louisville, Louisville, Kentucky 
Stanford University Medical School, San Francisco, 
California 
University of Virginia Medical School, Charlottesville, 
Virginia 
Marquette University Medical School, Milwaukee, 


Wisconsin 
University of Nebraska Medical School, Omaha, 


Nebraska 
St. Mary’s Hospital, Pueblo, Colorado 


Medical Service at the Front 


The medical service at the front in the type of 
war seen since 1939 will of course undergo radical 
changes. Chief among these is the necessity of 
providing immediate first aid and emergency sur- 
gery as far to the front as possible under the as- 
sumption that the disruption in the back areas by 
airplanes and mechanized forces will delay evacu- 
ation of casualties. Accordingly, the surgical hos- 
pital may assume great importance. A new sur- 
gical hospital has been developed at Carlisle Bar- 
racks, Pennsylvania, which consists of seven motor 
vehicles providing facilities for four operating 
rooms, an x-ray room, a sterilizing room and a 


supply room. The necessary vehicles for electric 
power, water, kitchen equipment are part of the 
hospital as well as a limited amount of tentage and 
ward equipment. Among other recently devised 
equipment and transportation is the front-line am- 
bulance of the cross-country type, a four wheel 
drive vehicle capable of negotiating practically any 
terrain over which tanks operate. A bus type 
motor ambulance for 12 litter patients or 21 sit- 
ting patients has been developed for patient con- 
voys and for embarkation and debarkation hos- 
pitals. 


Hospital Requirements in the Present Expansion 


The allowance of beds for the present military 
force is 4 per cent for station hospitals and one 
per cent for general hospitals. At the present 
time there are about 194 station hospitals with 
approximately 66,000 beds. Additional construc- 
tion will bring the total station hospital beds to 
75,000 in about 208 hospitals. Thirteen general 
hospitals are in operation, eight having been con- 
structed during the emergency. Each has a bed 
capacity of 1000 except one which has 2000 and 
two of 750 each. Their total capacity is 14,500. 
With a total military force of 2,500,000 men, ex- 
cluding the Navy, we shall require approximately 
125,000 hospital beds. 

So far, no reserve hospital units have been 
placed on active duty. Should an expeditionary 
force become necessary or should strong garrisons 
be placed on the island bases along the Atlantic 
seaboard, the required hospitals will be drawn 
from the Organized Reserves and more particu- 
larly from the Affiliated Reserve Hospitals. 





The Scarcity of Hospital Personnel and Its Solution 


ican Hospital Association are making a sur- 

vey of hospital and clinic personnel. Many 
hospitals have been confronted with the serious 
problem of securing and retaining trained per- 
sonnel to maintain their present standard of hos- 
pital service and to provide against additional 
services which the national defense activities will 
make necessary. Within a short time this ques- 
tionnaire will be sent to every hospital in the 
United States, including governmental hospitals, 
together with Surgeon General Thomas Parran’s 
letter of transmittal. This is one questionnaire 
which is of the greatest practical importance to 
every hospital and there should be a hundred 
per cent response. When the questionnaire is 
received, our hospitals should make it the first 
order of the hospital business to accomplish the 
questionnaire and return it promptly. 


Tix U.S. Public Health Service and the Amer- 
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Dr. Parran’s Letter 


FEDERAL SECURITY AGENCY 
U. 8S. PUBLIC HEALTH SERVICE 
WASHINGTON 
Dear Sir: 

The United States Public Health Service has 
received many reports that hospitals and clinics 
are experiencing considerable difficulty both in 
maintaining a staff sufficient to provide their 
regular services and in obtaining additional per- 
sonnel to provide services made necessary by na- 
tional defense activities. In order to ascertain 
the extent and magnitude of this problem, the 
United States Public Health Servcie, in coopera- 
tion with the American Hospital Association, has 
initiated a survey of current and impending needs 
for non-medical professional and technical per- 
sonnel. I hope that the enclosed report form will 
be given your careful attention since the replies 
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received will be the basis for deciding whether or of the provision of additional beds in your pres- 
not a training program is necessary. ent buildings or the construction of new facilities 


Report all vacancies in your regular staff for for which plans have already been made. 


full-time, paid professional and technical persons Your cooperation in promptly returning the 
except physicians and dentists. The problem of report form will be greatly appreciated. 

the training and distribution of physicians is Very sincerely yours, 
being given special consideration by other agen- THOMAS PARRAN, 


cise. Also report personnel to be needed because Surgeon General. 










Questionnaire 


UNITED STATES PUBLIC HEALTH SERVICE AND AMERICAN HOSPITAL ASSOCIATION 
Survey of Hospital and Clinic Personnel 
(This information is CONFIDENTIAL and will be used for statistical purposes only) 
































Name of hospital or clinic State 

Street and number. City 

If outside corporate limits of city, give county 

Type: Clinic Hospital: General _ N&M Tb Other (specify) 


Control: Non-profit___.__._ Proprietary GOVT: Federal Non-Federal____._ No. 


of beds (exclude bassinets) No. of Bassinets_____ 
Average daily census (exclude newborn and outpatients): 1940. Jan.-Sept., 1941__ 


Personnel: (Include full-time paid personnel, including student nurses, in in-patient and out-patient 
departments; exclude physicians, dentists and non-technical personnel such as clerks, 
maids, orderlies, etc.) 




















Present number Additional number needed: 
To fill positions which 
To fill present va- will be created by ex- 
Type cancies and for pansion of present facili- 
White Negro whom funds are ties according to present 
Male. Female__ Male_._ Female_— available. plans. 








Dietitian 





Nurse—anesthetist 





Laboratory technician 





X-ray technician 





Dental hygienist 





Occupational therapist 





Physical Therapy—Technician 





Graduate nurse 
Student nurse (affiliates reported by own school) 








Nurse’s aid (exclude volunteers) 
Trained attendants excluding maids and orderlies* 








Orderly 
Medical Social Worker 
Medical Record Librarian 











Minimum qualifications of personnel needed: 


Type Qualifications 





*This refers mainly to institutions operated by governmental agencies. 
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Educating Women Workers for Hospitals 


MRS. FRANK VANDERLIP, New York 


natural thing. Before the development of 

modern medicine it would not have seemed 
necessary to educate women for such work. To 
conserve life by nursing the sick from primitive 
times was woman’s pleasure and duty—necessity 
and emergency were her great teachers. She 
searched for remedies, and found useful herbs 
and infused decoctions, sometimes curative, some- 
times comforting, always with love and good will 
for her patient even when she administered some 
terrible dose intended by its horribleness to drive 
out a devil that was making him sick. That must 
be where the name of “patient”? comes from—pa- 
tient guinea-pig. 


Pinstarat work for women seems a very 


Charity Work a Heritage from Early Times 


The Church, both Christian and Jewish, requires 
the faithful to be charitable. The good Samaritan, 
St. Francis of Assisi, St. Vincent de Paul and those 
remarkable women of the Renaissance who studied 
medicine at Bologna and practiced in secret have 
set us an example of curing the sick neighbor 
which we are bound to follow. 


Through the centuries while agriculture and 
war were the chief occupations medical practice 
was somewhat sketchy. I often think of the hos- 
pital on the island of Rhodes which the Knights 
of Malta built to care for the crusaders recovering 
from their last foray on the infidel in the Holy 
Land. A huge high vaulted room with a stone 
floor was the one and only ward — no heating 
plant, no bathroom, no operating room, no diet 
kitchen, no pretty nurses — sepsis galore. 


Need Arose for Organized Charity Work 


Until the evils of the industrial period became 
evident, no one worried much about improving 
social conditions, there was not much need to, 
everyone was badly off as far as comfort and 
hygiene were concerned. But when crowded slums 
and child labor and dirt and disease got too bad 
right in sight of intelligent people, some of them 
began to talk about helping the poor in a larger 
way. George Eliot and Kingsly and Scott and 
Dickens painted horrid pictures of life in England 
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at that time. A few men of vision and sensibility 
conceived the idea of organizing charity—always 
benevolence, not prevention, but on a more com- 
prehensive scale—then large hospitals and other 
institutions really developed. The hospital work- 
ers in the early days were volunteers, men and 
women, nuns and monks and doctors. And then 
important research began to bring revolutionary 
facts to light and the result was the whole com- 
plicated modern medical practice that has meant 
that scientific training is imperative. 


Women’s Activities Outside the Home Limited 


Only a hundred years ago the public attitude 
toward women in this country discouraged them 
from participation in activities outside their 
homes. They were chattels under the old Eng- 
lish common law and if they had had time off 
from having children and manufacturing almost 
all of their household goods they would not have 
been allowed to go off to help nurse sick strangers 
in a hospital, if there had been one. There were 
few legally permissible occupations for women 
outside their homes then, not nursing nor doctor- 
ing, only typesetting and weaving cloth and book- 
binding and teaching. 


Women. being so completely cloistered explains 
the horror here and in England when Florence 
Nightingale braved hostility to nurse the wounded 
in the Crimean War. Ninety years ago Elizabeth 
Blackwell went through pitiful experiences, even 
persecution by her own sex, to achieve an educa- 
tion in medicine and a degree that gave her the 
privilege of healing the sick. She founded the 
New York College of Medicine for women about 
1857, and later a free dispensary and a hospital 
with women doctors, the New York Infirmary for 
Women and Children. That was the first center 
for training women for work in hospitals. It was 
the only hospital where women could practice. 
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During the Civil War there was established also 
within its walls the first training school for nurses 
—women prepared to nurse the sick and wounded 
soldiers from the battlefields of the Civil War. 


With unlimited mass immigration, crowding in 
cities, sweat shops and generally bad living con- 
ditions, the organizing of unrelated charitable 
efforts seemed imperative. The situation was too 
bad for small efforts. Logically enough the busi- 
ness-like organization of charity resulted in schools 
of social work where professional charity workers 
were trained. The never very numerous nor effi- 
cient untrained charity volunteers gave way to 
trained and paid ones. 


There were fewer women working in hospitals 
as volunteers than in settlements, orphanages and 
other charities, nor were there many women 
trustees of hospitals. Ladies auxiliarys of hos- 
pitals gave benefits and collected dues and 
contributions and rolled bandages and sewed 
nightgowns and sheets by the thousands—until 
factories turned them out cheaper than volunteers 
could! Even today more women take part in the 
United Hospital Drive for funds than work as 
volunteers inside the hospitals in New York. 


Training of Volunteers Started During 
World War I 


From 1914—how long ago it seems now — 
women eagerly volunteered to do hospital work. 
The Red Cross enlisted thousands and trained 
them as nurse aides, canteen workers, and for 
transportation. Red Cross work units were or- 
ganized in every hamlet. No woman was quite 
respectable unless she rolled bandages or knit. 
The training by the Red Cross of women for work 
in the hospitals has gone on steadily. The women 
are required to do 96 hours of practical work in 
hospitals as probationary practice before receiving 
their certificate. Many of them got a taste for it 
and continue to work in some of the hospitals. 


During the twenties, times were good, plenty of 
professional workers were being trained, salaries 
were going up, contributions and endowments 
poured in and the hospitals expanded and got on 
well. The Suffrage Campaign, the organizing of 
the League of Women Voters, social legislation 
for women, the League of Nations and the plans 
for the prevention of war absorbed a good many 
serious women. Social progress and the preven- 
tion of poverty and sickness and war replaced the 
ideal of personal service pretty much after the 
Great War. 


Except for medical social service committees— 
I believe those developed rapidly during the twen- 
ties from their earlier beginnings—the women on 
the social service committees learned by doing, 
they were taught by the professional workers 
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what medical social service meant and were shown 
how little there was that they could do. They 
raised all the money they could to pay for the 
work. 


A little group of women formed the board of 
trustees of the New York Infirmary in the early 
1850’s and kept on right through. There were a 
few men on this board. I do not believe there 
were many women trustees of hospitals anywhere 
in the country through those 85 years. There 
are not many now — but the number is growing 
as it should. It is humiliating for the head of a 
great women’s auxiliary of a hospital to go to 
a trustees’ meeting and make her report but not 
have a voice in the formation of policies—no vote! 
Even though they were not trustees women have 
always raised money for hospitals and now they 
are given most expert training by professional 
campaigners. However, nothing replaces a good 
little handwritten slightly illiterate letter or the 
friendly visit to a friend to ask for contributions. 
The majority of us could set up a campaign with 
one hand tied behind our backs. 


World War II Stimulates New Interest 
In Volunteer Work 


And now we are in another war and not yet 
recovered from a depression. Contributions have 
fallen off and the income from endowments 
dwindled. Money is scarcer for needed paid work- 
ers in hospitals. The Government is calling away 
nurses and social service workers. People get sick 
just the same; in fact, they go to hospitals more 
and more. Women who used to give large con- 
tributions cannot anymore. They want to give 
their work instead. Social consciousness is grow- 
ing and women want to do some work for someone 
who needs it, and to aid the war effort. So here 
we have a happy synthesis: hospitals that need 
and want the help of volunteers to supplement 
paid workers, and volunteers eager to get into 
work at the hospitals. 


Red Cross classes are full of women training as 
nurse aides. And the hospitals are beginning to 
enjoy the probationary workers who have com- 
pleted their study and are ready to put their 
theories into practice. The Pink Ladies, graduates 
of Red Cross courses, are the only volunteers we 
feel should work with patients on the wards. At 
the Infirmary we have had several classes for 
nurses’ aides and first aid and the assistant super- 
intendent of nurses is now a qualified Red Cross 
teacher and has taken charge of all the volun- 
teers. Pink Ladies as well as volunteers trained 
in the clinics and work in the dispensary. The 
training of women of the right caliber can be 
done very well by the professional workers under 
whom they work—the doctors, nurses, and social 
workers. This is true of laboratory assistants 
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especially, because their previous work in college 
or school laboratories is a preparation for ac- 
curacy. 


Another training school for hospital volunteers 
is provided by the Junior League in New York— 
I hope in other cities, too. The library course trains 
for taking charge of the patients’ library—cata- 
loging, binding, covering and distributing books 
with the best possible bedside manner. They also 
learn ‘how to select suitable books for the library 
and to help patients choose reading matter. 


The Junior League also trains workers for occu- 
pational therapy by lectures which give them the 
background for teaching the sick, pedagogy, and 
the techniques and skills in crafts. In the In- 
firmary our volunteers teach not only in the wards 
and clinics but go also to the homes of con- 
valescents and prospective mothers to give them 
lessons in interesting hand work to lighten their 
enforced idleness and make useful things for their 
families. 


Volunteers make good receptionists if they are 
well-bred, kind, and teachable. They must learn 
the proper approach to the sick and must know 
every square inch and every resource of the hos- 
pital. Native qualities are more necessary in this 
work than training. | 


Typists are most welcome for clerical work, but 
many girls learn to write a library hand nowadays 
so they can easily be taught routine recording— 
under the direction of a nurse or doctor. 


Women on the Board of Trustees 


The education of trustees is the most difficult 
of all. I am sure you agree. The multiplicity of 
hospital activities and relationships make hospitals 
a most difficult field to dip into—never to master 
—for that very reason a fascinating study. It 
takes a long time, great interest, and hard work 
on the part of a trustee to get an inkling of the 
intricate hospital problems. In a hospital, rela- 
tionships are such as do not exist anywhere else 
—not in a home nor on a farm nor in a business. 





Here we have a board of unprofessionals, the 
trustees, fixing policies and controlling and direct- 
ing a group of professionals, the doctors who in 
the hospital are volunteering their skill and wis- 
dom; trained nurses, highly specialized adminis- 
trative officers, sick patients, medicine in all its 
branches, money raising, budgeting; two sets of 
accountings—one at the treasurer’s office, one at 
the hospital; a pharmacy, a gift shop, a dispensary, 
supplies in huge quantities and infinite varieties, 
insurance, building maintenance, legal questions, 
city relationships. The education of trustees must 
largely be self-education. The only teachers are 
the administration and staff, fellow board mem- 
bers, doctors, lawyers, and miscellaneous “candle- 
stick makers.” 


I do not know how to educate trustees who do 
not want to learn. 


Public Relations 


One of the most important functions of all 
women volunteers and one for which there is 
little training, is public relations. Everyone affili- 
ated with a hospital should learn all she can about 
the hospital and constantly keep in mind putting 
its interests and its best foot forward. Those who 
work inside are the best possible publicity agents, 
if it is a good hospital. 


In Conclusion 


The most essential thing about training women 
workers for hospitals is first catch your woman 
—not just any woman, but one who is sweet and 
intelligent and well-bred, one whe is responsible 
and willing to learn and with a perfect passion 
for hard work and perfect health. 


Instead of an old field of usefulness where un- 
trained women are giving way to ones trained in 
hospital work, it seems that hospital work for 
women is really a recent extension of her native 
talent for taking care of the sick. Training for 
it is the logical next step, and the training is 
getting better as the work becomes more neces- 
sary and important. 
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In Appreciation 


The kindness has made possible the easy equiva- 
lent to a fifty-year membership in the American 
Hospital Association. If there is any manner in 
which I may return this favor, please do not 
hesitate to write. 


Morganfield Union County Hospital 
Morganfield, Kentucky 


October 19, 1941 


Bert W. Caldwell, M.D. 
Executive Secretary 

American Hospital Association 
18 East Division Street 
Chicago, Illinois 

Dear Dr. Caldwell: 


Thank you for your kindness in assisting me 
to obtain necessary materials for my hospital. 
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When in western Kentucky please visit us and 
I assure you that every effort will be made to 
make your stay most pleasant. 
With kindest regards, I am, 
Sincerely yours, 
Darrell L. Vaughn, M.D. (signed) 
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Canadian Women's Work in Defense 


MRS. FREDERIC J. MATTHEWS 
Daughters of the British Empire, New York, New York 


it has a population of only eleven million 

people (the equivalent of Greater New 
York) six million of whom are women and girls. 
While on a vacation trip in Canada I made contact 
with the major organizations in which women are 
actively busy. The largest of these is the Cana- 
dian Red Cross. This organization has been in 
active war service since September 1939 and is 
run on similar lines to that in the United States 
with Chapters in all communities. The women of 
these Chapters have been busy knitting, making 
surgical dressings and sewing in large quantities 
for the bombed civilians of England. The cloth- 
ing that has been shipped overseas is all practical 
and suitable to the climate over there. A total 
of 13,445,015 garments have been made and ship- 
ped up to June 1941; 645,359 have been lost at 
sea and and 1,884,016 have been lost in a Liver- 
pool warehouse by bombings. 


A LTHOUGH Canada covers a vast territory, 


The Red Cross has also organized the Canadian. 


Red Cross Women’s Voluntary Service Corps with 
the following departments: 


1 A volunteer women’s auxiliary nursing serv- 
ice, ages 18-45, a higher age limit may be per- 
mitted in cases of women with military experi- 
ence in the last war and trained nurses. Each 
member is to remain in a detachment for at least 
three years, except under special circumstances. 


2 A division of office administration, ages 18- 
45, each volunteer to hold a certificate of first aid 
from the St. Johns Ambulance Association; a first 
class volunteer to have business training and sec- 
ond class lacking business training to be able to 
give 24 hours a week. 


3 Women’s food administration service, ages 
18-45 and older women with military experience 
in the last war or trained household science 
graduates. 


4 The women’s transport service in Canada is 
on the lines of the British women’s transport 
service. These women must hold St. Johns am- 
bulance certificates of. first aid, motor mechanic’s 
certificates awarded in the last two years. They 
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are trained in P.T. and drill, stretcher drill, map 
and compass reading, A.R.P., military law, King’s 
rules and orders, message and report writing, 
truck and convoy driving. Volunteers for all these 
departments must be willing to attend lectures 
as arranged by the Red Cross in cooperation with 
military authorities. 


Food Packages for Prisoners of War 


The Red Cross has also undertaken to supply 
and pack food packages for British prisoners of 
war. This packing is being done entirely in To- 
ronto and Montreal by women volunteers from 
various organizations, such as Overseas Nurses, 
Daughters of the Empire, Big Sisters, Day Nurs- 
eries, Land, Sea, Air and other clubs. In Toronto, 
Government House ball room has been given over 
to them and an average of 52 women work every 
day. The boxes are placed on a runway and each 
group of women pack in certain articles so that 
when the box reaches the last group it is full. Each 
box is identical and weighs eleven pounds. A card 
for acknowledgement is then placed in it and the 
box sealed. It is shipped by train to New York, 
by Export Liners to Lisbon, International Red 
Cross steamer to Marseilles, by train to Geneva 
and distributed to persons in individual camps by 
the International Red Cross. 


The contents of the package have been chosen 
for their food value by physicians and consist of 
whole milk powder, butter (in cans) cheese, corned 
beef, pork luncheon meat, salmon, sardines or 
kippers, dried apples, dried prunes, raisins, sugar, 
jam, pilot biscuits, eating chocolate, salt and pep- 
per, tea and a cake of soap. This amount will pro- 
vide 2070 calories, 63 grams of protein, 116 grams 
of fat and 191 grams of carbohydrate. 


These women pack 10,000 of these packages a 
week at the rate of 16 a minute, or eleven tons of 
food per day. Since January 6, a total of 338,000 
has been shipped at a cost of $780,000. In Mont- 
real, 5000 per week are packed for the Australian 
prisoners of war. These shipments are expected to 
increase 40,000 boxes a week. Should a worker be 
unable to go on her day she provides a substitute. 
To date 30,000 acknowledgment cards have been 
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received and 70,000 more are on the way. Signa- 
tures on these cards have been identified by mem- 
bers of the family of the prisoner proving their 
authenticity. 


Collecting Blood for Blood Banks 


Another interesting work taken over by volun- 
teer women who have had special training in the 
St. Johns Ambulance Service, married or retired 
nurses, is to collect blood for the blood banks. The 
system used in Ottawa is that the donor receives 
a careful examination and is given a specific time 
to report for his or her donation, also a diet is 
given for the day previous. When the first blood 
is taken, a specimen is set aside for a Wassermann 
and the blood then put through the necessary 
process of typing and shipping to the central bank. 
It was interesting to note that less than one per 
cent showed a positive Wassermann. These few 
are requested to report to their family doctor for 
treatment. This blood is not used. Refreshments 
are served to the patients before they leave the 
table. These are donated by the Lions Club and 
the wives of the members take care of the prepara- 
tion of them. 


Hostess Houses 


Next come the hostess houses. These are pro- 
vided outside the barrier of the large camps and 
are in charge of Y.W.C.A. workers and other vol- 
unteers. Here the men find a place for recreation, 
food, and a place to meet with their families. In 
one I visited, a playroom for children was provided 
and a nursery for the very small babies. In special 
cases, accommodation is provided for the mother 
of a man who may be on the critical list at the 
camp hospital. A registry is maintained of suit- 
able rooms and accommodations available in the 
nearby towns and villages for families and friends 
wishing to be near the camp. The Active Service 
Canteens in the large cities are entirely managed 
by women volunteers. Downtown rooms are se- 
cured as a place for the men of all services to meet 
their friends. Here meals are prepared, dinner is 
served at 25 cents, light lunches at 15 cents and 
there is, also, an a la carte menu. Game rooms, 
reading rooms, check rooms, information booths 
and registry for available accommodations in the 
city are provided. Concerts and dances are provid- 
ed and young women of the Junior League and 
other clubs and societies come to help entertain. 
Hostels are also active in some of the larger cen- 
ters where good, clean beds can be had by the boys 
on leave for 50 cents a night and an inexpensive 
breakfast may be procured. In 1941, the Active 
Service Canteen in Toronto has had 500,000 men. 
In August alone, 48,000 meals were served. They 
had 800 volunteers, forty to a shift and three 
shifts a day. In driving along the highways, I 
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picked up as many men in uniform as my car 
would hold and the boys cannot praise too highly 
the kindnesses and service they receive in these 
canteens and hostels. Especially the English boys 
who are in Canada with the Commonwealth Air 
Training Plan. 


Women’s Full Time Auxiliary in the Canadian 
Armed Forces 


The Department of National War Services is 
developing a women’s full-time auxiliary in the 
Canadian Armed Forces. These will be the Cana- 
dian Women’s Army Corps and the Canadian 
Women’s Auxiliary Air Force. These will consist 
of accountants, bookkeepers, clerks, canteen stew- 
ards, cleaners, cooks, dental assistants, librarians, 
mechanics, messengers, officers’ mess stewards, 
radiographers, radio operators, secretaries, sew- 
ing women, stenographers, store accountants, 
storewomen, telephone operators and waitresses. 
All must be British subjects and from 21-41. No 
civil service appointees or women who have de- 
pendent children are accepted. This army of 
women will be in uniform and will receive pay, the 
amount of which had not been determined when 
I left Canada. Enlistments are going in by the 
thousands. 


The St. Johns Ambulance Association is a per- 
manent organization giving instruction and award- 
ing certificates after being examined by a qual- 
ified medical practitioner in: 


A—Junior First Aid Course (boys and girls 
under 16 years of age) 


B—Junior Home Nursing Course (under 16 
years of age) e 

C—Senior First Aid Course (over 16 years of 
age) 

D—Senior Home Nursing Service (over 16 years 
of age) 


E—Hygiene Course 


The I. O. D. E., a permanent organization of 
women, are working indefatigably on all war proj- 
ects, raising money to purchase a bomber for 
Britain, and aid in all possible ways for defense. 
The Navy League helps to look after the men in 
the Navy. Auxiliaries are formed by the wives 
of the various regiments and help to keep up the 
moral of the men by looking after their families 
should they need help. 


Women of Canadian birth in the United States 
have given their services generously to the vari- 
ous war relief organizations, such as Daughters 
of the British Empire, Britsh War Relief, Maple 
Leaf Fund, Bundles for Britain, and I feel safe in 
saying that all Canadian women are willing and 
anxious to do their utmost to defeat Naziism. 
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Performance of Clinical Procedures by Nurses 
in Large Hospitals 


EVELYN M. FARRAND, R.N. 


nursing has changed from a few bedside pro- 

cedures as baths and tubs, to include numerous 
complicated technics. Medicine has advanced rap- 
idly and the physicians have discovered many 
new aspects to the various medical and surgical 
diseases so that nursing has been compelled to 
include procedures which were at one time so 
infrequent that the physicians themselves per- 
formed them. 


[: HAS been a comparatively few years since 


Nursing, too, has advanced and in general the 
school today is selecting only those students who 
are capable of understanding and executing the 
complicated nursing technics which are taught 
following a foundation in sceintific principles. 


The clinical procedures performed in a large 
hospital depend upon the medical staff, but, un- 
doubtedly, they do not vary from those performed 
in a small hospital. The problems which are en- 
countered in the large hospital are possibly 
greater than those where the staff is small and 
the nurses have many intimate contacts with the 
physician who orders the procedure. 


Clinical procedures may be performed by the 
intern or resident, the graduate nurse or the stu- 
dent nurse. Since the intern or resident usually 
receives his instruction from the medical staff I 
shall not specifically mention this aspect, how- 
ever, much included in this paper can also apply 
to preparing this group. 


Before expecting the correct execution of new 
clinical procedures certain processes must be 
carried out. These may be enumerated in their 
proper sequence as: 


Knowledge—Understanding the purpose of the 
treatment and the desirable results in relation to 
the patient. 
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Understanding the principles involved in the 
procedure by the teaching staff (including physi- 
cians and nurses who will direct or supervise 
others). 


Safety—Studying the procedure to detect dan- 
gers to the patient, the staff, and hospital equip- 
ment. 


Economy—Studying the procedure to ascertain 
the most efficient and simple way for the execu- 
tion of it including economy of time, effort, and 
materials. 


Record—Writing up the accepted outline with 
clarity and making each detail fall into its proper 
sequence. 


Approval—Securing approval of it by the med- 
ical, administrative, and teaching staffs. 


Equipment—Supplying the apparatus needed. 


Instruction—Educating the graduate and stu- 
dent staff. 


Supervision—Supervising the performance of 
the procedure. 


Revision—Revising the procedure as improve- 
ments seem necessary. 


All clinical procedures require cooperation be- 
tween the medical, administrative, and nursing 
staffs. The physician who wishes a new pro- 
cedure performed on his patients will find it 
necessary to direct, first, a responsible person 
into a thorough understanding of the purpose of 
the treatment and the principles involved. He 
may later present the new procedure in person to 
the various groups to be involved or may have 
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that responsible person (who is usually the teach- 
ing supervisor or instructor) present the purpose 
and principles at the time the new procedure is 
discussed and demonstrated. 


Specialists to Be Consulted 


The members of the hospital staff who will 
make the studies of the procedures to detect dan- 
gers and to improve efficiency should include 
specialists—at least the specialist should be con- 
sulted. An example of this is in sterilization of 
equipment or the question of contamination when 
the microbiologist should be included. This group 
should not be too large and unwieldly but there 
should be the attitude of cooperation and an open 
mind for suggestions. It is often surprising to 
note improvements which even student nurses 
may suggest. There is no better way to guaran- 
tee efficiency. than to have an attitude of “every- 
thing for the patient” and “as much saving to the 
staff as can be permitted.” In the long run the 
saving to the staff in time alone improves the 
care of the patient. 


Written Technic 


No large hospital can expect the complicated 
procedures to be memorized. A carefully written 
technic should be one of the important steps in 
its development and this should be done by one 


or more experienced persons with the ability to 
express themselves clearly. Presenting the writ- 
ten material to one unfamiliar with it also tends 
to help prevent confusing statements. These 
written technics should be supplied every member 
of the staff. All technics used in any hospital 
should be filed in loose-leaf notebooks and placed 
on every department for reference. I suggest 
loose-leaf notebooks because nursing technics 
should be revised frequently in order to keep 
abreast with newer medical knowledge. 


This final technic should be read and re-read by 
the medical, administrative, and teaching staffs 
and approved in its final state. 


Supplying Correct and Standard Equipment 

The administration department, then, finds it 
necessary to supply the equipment and it is ad- 
visable for them to consider carefully, by statis- 
tical information, the number to be needed and 
possibly allow one or more in. addition for emer- 
gency. Many times the equipment can be very 
inexpensive and made by the hospital carpenter. 
These administrative aspects are as important as 
the teaching aspects. A procedure may be taught 
perfectly with correct equipment in the classroom 
or at the time of demonstration on the depart- 
ment, but if no provision is made that every time 
the procedure is to be performed the equipment 
will be complete, there is a great chance that the 
performance will always lack one or more of 
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the following—safety, therapeutic effectiveness, 
or/and economy. 


The supplying of correct and standard equip- 
ment has been very efficiently managed in many 
hospitals by the development of a central supply 
room. Here can be obtained the trays for intra- 
venous infusions, venoclyses, blood transfusions, 
lumbar punctures; the tents or tanks for oxygen 
therapy; the apparatus for a nasal catheter suc- 
tion siphonage (Wangensteen drainage); and 
so forth. 

Educating the Nursing Staff 


Education of the graduate and student staff is 
undoubtedly a big problem in the large hospital. 
Groups of students and graduates need to be 
called together for discussion and demonstration. 
All graduates joining the staff later should re- 
ceive instruction when starting their duties. Some 
large hospitals continually hold classes for the 
newly employed graduate staff and clinical pro- 
cedures are explained and demonstrated. 


Demonstrating Procedures 


When a central supply room is used a graduate 
nurse or technician may perform the procedure 
on the department. As almost all oxygen manu- 
facturers advise, this is ideal, for then a person 
thoroughly familiar with the equipment and ex- 
perienced in handling it will prevent accidents or 
waste. Similar efficiency will be found in a 
teaching institution where more than one or two 
people give the treatment, if adequate instruction 
and experience is given the individual and close 
supervision is supplied at the time of performance 
—the supervisor being one with much experience 
and patience. This is one of the big problems of 
a large hospital for supervisors must be numer- 
ous and efficient to care for the teaching program 
and insure good nursing care. 


In some institutions a box is at hand where 
suggested improvements of procedures can be 
made anonymously if so desired and all sugges- 
tions are considered by a standing faculty com- 
mittee. If the attitude is one of mutual respect 
and cooperation, efficiency and pleasantness will 
permeate the hospital and problems will be pre- 
vented as well as corrected. 


In summary, it seems that the efficient per- 
formance of clinical procedures in a large hospital 
require cooperation, education, consultation, clear 
presentation, adequate supply of equipment, good 
supervision, and plans for revisions of the pro- 
cedure. Central supply rooms, well written tech- 
nics, sufficient supervisors and a cooperative atti- 
tude do much to improve and guarantee a safe, 
therapeutically effective and economic perform- 
ance of clinical procedures. 
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Accounting Control for Large Hospitals 


CHARLES G. ROSWELL 


ONTROL derived through accounting meth- 
ods and procedures is often referred to as 
internal control. Much has been written on 

this subject and it is important to keep in mind 
that the practices and procedures accepted today 
as offering the best internal control might well be 
subjeat to change in the future. In other words, 
management cannot rest on the assumption that a 
well designed accounting system will provide max- 
imum benefits for an indefinite period of time. 


The accounting depart:nent of a large hospital 
should be so organized that the functional activi- 
ties cover far more than the mere recording of 
income and expenses or increase or decrease of 
assets or liabilities. This department, if operated 
properly, should serve as a very important aid in 
the administration of the institution. 


In this discussion we will not attempt to cover 
every element of control which might be exercised 
through the accounting department, nor will it 
be possible to make other than brief mention of 
the means by which such control can be obtained. 
An attempt will be made, however, to outline 
briefly the different types of control available to 
the management when the activities and functions 
carried on by the accounting department are uti- 
lized to the fullest extent. 


We might, to facilitate this discussion, “type” 
internal or accounting controls as follows: First, 
we have a form of control dealing with the audit 
or verification of transactions and recordings; sec- 
ond, control established to insure the management 
that hospital rules and regulations are being fol- 
lowed by various departments—in other words, 
organization control. The third type would cover 
all steps taken to conserve hospital resources and 
to control hospital income and expenses. In brief, 
financial or economic control. 


Taking this group in the order mentioned, let 
us see what could be accomplished under each 
classification. 


Audit Control 


Audit controls would include all methods and 
procedures adopted to: 


—_—. 
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1 Prevent fraud and dishonesty 
2 Detect fraud and dishonesty 
3 Detect errors 


Incidentally, it is deemed good practice to con- 
centrate on procedures which would tend to pre- 
vent rather than detect fraud. To accomplish this, 
every effort should be made to program account- 
ing work in such a manner that no one person has 
absolute and independent control over accounting 
activities. 


To give a simple illustration, the person who 


prepares the hospital payroll should not be per- 
mitted to disburse the payroll checks and cash to 
employees. Another example is to prevent the 
hospital cashier from having access to the cash 
receipts records—nor should this individual be al- 
lowed to prepare the bank deposits. 


In other words, this type of internal control is 
accomplished entirely through the assignment of 
work, the principle being that the work of one in- 
dividual should, whenever possible, be complemen- 
tary to that of another. 


The same theory applies when organizing work 
for the purpose of detecting errors. 


This form of control is often accomplished in 
large organizations by having a special and inde- 
pendent department, called an auditing depart- 
ment, review all financial transactions after they 
have been completed by the business office. When 
this department exists, it should always be di- 
rectly responsible to the director or superintend- 
ent. 


Organizational Control 


The next type of control which might be de- 
rived through the activities of the accounting de- 
partment deals with the compliance to hospital 
rules and regulations. In this phase of the work, 
the business office is charged with the responsi- 
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bility of seeing that the managerial policies, and 
regulations are carried out. 


It is, of course, advisable that such regulations 
be in writing, either in the form of a manual or 
in the form of special instructions so that depart- 
ment heads and employees can be charged with 
knowledge of the hospital’s policies. 


A few of the responsibilities of the accounting 
department under this form of control might be to 
determine: 


1 That purchasing procedures were in ac- 
cordance with hospital rules. 

2 That all supplies issued were supported 
by approved stores requisitions. 

3 That no indebtedness was incurred by 
any department or individual without proper 
approval. 

4 That a formal cash receipt was issued for 
every payment made by patients or others. 


Many other instances might be cited, but this 
will suffice to illustrate the type of managerial 
control which might be exercised through the 
business office. 


Financial or Economic Control 


The third classification, and possibly the most 
important, covers all types of financial or eco- 
nomic control. 


This classification includes control of income 
and expenses as well as all means established to 
safeguard and conserve hospital resources. 


Control of hospital expenses is usually accom- 
plished by the use of a budget system. Suffice to 
say, a well organized budget system, which would 
include the preparation and rendering of periodic 
budget reports to all hospital executives, expands 
considerably the extent of administrative control. 


Management is also provided with a yardstick 
with which to measure the efficiency of various 


department heads. Establishing a definite goal 
for which to strive during the year, such as you do 
under a budget plan, tends to increase depart- 
mental efficiency, discourage requests for unes- 
sential purchases, and as a rule reduce the con- 
sumption of supplies. 


In addition to the control of expenses, it will 
be found that other financial safeguards might be 
established, practically all of which are motivated 
by a desire to conserve or protect hospital re- 
sources. 


Some of the procedures which might be adopted 
to provide this form of control would naturally be 
designed to prevent fraud and dishonesty. How- 
ever, it should be kept in mind that the classifica- 
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Accounting Control for Large Hospitals 


tion of the various types of hospital controls was 
offered primarily to facilitate the discussion of 
this problem. It is fully realized that a certain 
accounting procedure might be designed not only 
to prevent fraud, but to insure compliance with 
hospital rules, as well as conserve hospital assets. 


This is particularly true of some of the steps 
which will now be mentioned in illustrating ac- 
counting controls which might be installed to pro- 
tect hospital resources. 


Cash 


Cash is, without question, the most cherished 
of assets, and every practical protective measure 
should be taken to insure proper handling of both 
receipts and disbursements. 


Cash Receipts 


Some types of control which might be employed 
to conserve or protest this asset are: 


1 To have an individual not affiliated with 
the accounting department open all incom- 
ing mail, assigning to this person the respon- 
sibility of listing all checks and cash received. 


2 To have cash receipts and cash disburse- 
ments handled by different individuals. 


3 To have the accounting work organized 
in such a way that the cashier does not have 
access to the general cash receipts book or 
other cash records. 


4 To have all cash receipts deposited intact 
daily in a special bank account against which 
disbursement checks cannot be drawn. 

Cash Disbursements 


The disbursing of hospital funds might be pro- 
tected in some measure by: 
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1 Preventing employees authorized to sign 
checks from reconciling the bank accounts. 


2 Having all checks presented for signa- 
ture accompanied by approved invoices. 


3 Requiring two signatures on all checks. 


4 Having an individual, other than the per- 
son preparing the hospital payroll, disburse 
such checks to hospital employees. 


5 Having a special imprest bank account, 
with a limited balance, for hospital disburse- 
ments. 


Accounts Receivable 


Control over accounts receivable may be estab- 
lished to a certain degree as follows: 


1 Establish one or more general ledger con- 
trols over patients accounts receivable rec- 
ords, the accounts receivable clerk being re- 
sponsible for submitting a monthly trial 
balance in agreement with the ledger control. 


2 Have special forms to be used in granting 
allowances to patients, such forms in all in- 
stances to contain the written approval of one 
or more individuals not connected with the 
business office. 


3 Establish a policy that no account is to 
be written off to bad debts, unless written 
approval is secured from the director or one 
of his assistants. In any event, authoriza- 
tion should not be made by anyone in the ac- 
counting department. 


4 Have all charges posted to patients ac- 
counts at regular hospital rates regardless of 
whether or not the patient is a free or part- 
pay patient. 


5 If possible, have charge tickets sent di- 
rectly to the accounting office by floor super- 
visors, which record might be used to check 
the daily charge report rendered by the spe- 
cial service departments. This, you will note, 
might also be considered a form of income 
control. 


6 Use mechanical posting equipment to re- 
cord charges and receipts, designed in such a 
manner that daily control totals can only be 
taken from the machine by an individual hold- 
ing a key, or other equipment needed to secure 
this information. 


Accounts Payable 


A discussion of accounts payable controls must 
of necessity extend, to some degree, to the hos- 
pital purchasing department. For instance: 


1 Prices on current invoices should be 
checked with previous prices paid for the com- 





modity when entries are made on the per- 
petual inventory records, and any substantial 
difference reported to the management. 


2 The auditing department should be given 
the right to examine bids received by the pur- 
chasing agent in order to determine whether 
or not the contract was given to the lowest 
bidder. 


3 All vendors’ invoices received in the mail 
should be sent directly to the accounting de- 
partment for verification as to accuracy of ex- 
tension and footing, and for comparison with 
copies of the hospital purchase order as well 
as with receiving tickets emanating in the re- 
ceiving department. 


Hospital Supplies 


Supplies held for immediate consumption usu- 


ally represent, in the aggregate, a very substantial 
investment on the part of the hospital. 
the methods and procedures adopted for the pur- 
poses of conserving these assets are: 


1 To establish a perpetual inventory con- 
trol, preferably one which would enable the 
hospital to charge all departments with the 
value of stores requisitioned. 


2 If possible, it is advisable to have the re- 
ceiving department operate as a separate unit, 
independent of the hospital storerooms. 


3 Also, it is usually desirable to have both 
the receiving department and storerooms di- 
vorced from any control by the hospital pur- 
chasing agent. 


4 In using a perpetual inventory system, it 
is important to have an actual physical inven- 
tory of supplies taken periodically, and dif- 
ferences between supplies on hand and the in- 
ventory records investigated vigorously. 


The accounting department should review, at 


least quarterly, all perpetual inventory records for 
the purpose of reporting to the management items 
of supplies for which there appears to be no de- 
mand. 


To summarize, accounting controls should pro- 


vide, in varying degrees, for: 


1 Uniformity and accuracy in recording 
financial and statistical transactions. 

2 Prevention of fraud and dishonesty, and 
the detection of errors. 

3 Compliance, on the part of personnel, 
with hospital rules and regulations. 


4 The means of controlling hospital costs 
and conserving hospital resources. 
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Out-Patient Costs and Rates 


ABBIE E. DUNKS 


Holmes, then a district physician at the 

Boston Dispensary, wrote the Board apro- 
pos the establishment of clinics that “a large class 
of patients with affections not requiring confine- 
ment can be treated at a far less expense of time 
and labor” [than by home visits] and that “a con- 
sulting room well attended is one of the most valu- 
able schools for students as well as practitioners 
of medicine.” When the out-patient department 
he recommended came into existence his predic- 
tions proved true—within two years twice as many 
patients were being cared for annually by the com- 
bined home and clinic services as had been treated 
at home previously, and the cost for a clinic visit 
was 40 cents compared with a home visit cost of 
$1.30. 


: Or a hundred years ago, Oliver Wendell 


But that was a good many yesterdays ago, when 
out-patient service was rendered free to the very 
poor and paid for by the philanthropic rich, with 
an unpaid staff glad to give their time in return for 
the educational opportunities available. 


The Out-Patient Problem of Today 


The problem today is much more complex. Am- 
bulatory medical service is so varied in type, spe- 
cialized as well as general, preventive as well as 
curative, that the American Medical Association 
has found it impossible thus far to accumulate ac- 
curate statistics. The visits run into the millions 
—over twenty-seven million last year to general 
out-patient departments alone. The New York 
Survey showed nearly six million in that city in 
1934. What does this work cost, what can pa- 
tients pay, and is it possible to bring the two more 
closely in balance? 


Proper determination of unit costs is of primary 
importance, and the first requisite is an account- 
ing system which gives the true picture of both 
direct and indirect expense. 


Direct Expense 


Today, the efficient out-patient department must 
employ people trained in handling the social and 
economic problems peculiar to ambulatory pa- 
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tients whose regimen cannot be controlled as easily 
as when they are hospitalized. Voluntary hospi- 
tals are finding it more and more necessary to pay 
a certain percentage of the visiting staff to insure 
their attendance. Social service, nursing, nutri- 
tional, record room, laboratory x-ray, pharmacy 
and other technical personnel for special proce- 
dures and therapy must be employed. These peo- 
ple and the materials they use are a direct expense 
to the out-patient department. If their services 
are shared with the house, the cost should be ap- 
portioned. 
Indirect Expense 


The out-patient department must also bear its 
full share of those services which are not ren- 
dered directly to beneficiaries but which must 
function if care is to be given. These include ad- 
ministration, purchasing, housekeeping, laundry, 
personnel quarters, operation and maintenance of 
plant. Since our experience has been that these 
items make up about one-quarter of the total op- 
erating expense it is obvious that they should be 
carefully calculated in any cost study. 


The bases generally used for the spreading of 
these indirect costs are usually square or cubic 
feet of occupancy for housekeeping, plant opera- 
tion and general maintenance, with weighting or 
direct charge for special repair work; number of 
individuals housed, for cost of personnel quarters; 
relative number of pounds used, for laundry; and 
finally ratio of all other direct and indirect out- 
patient costs to total hospital cost, exclusive of 
administration and purchasing, for the distribu- 
tion of these two overhead items. 


The sum of all direct and indirect expenses di- 
vided by total visits gives the cost per visit. At 
the Boston Dispensary last year that figure, on 2 
volume of 165,120 visits, showed: clinics, $1.19 
per visit ; laboratory, 13 cents; pharmacy, 8 cents; 
x-ray department, 8 cents; and operating room, 3 
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cents; a total of $1.51. The special departments 
are also broken down into cost per examination, 
per prescription, per operation, etc. Of this in- 
clusive cost of $1.51, $1.00 was expended for sal- 
aries, and of that $1.00, 25 cents was paid to the 
medical staff. We go one step further in our 
breakdown; with 20 morning, 2 afternoon and 9 
evening clinics there is a wide variety in their 
cost. By using a numerical coding system for di- 
rect costs from month to month, and analysis of 
indirect costs once or twice a year, we are able to 
figure the costs of individual clinics, which we find 
run from as low as 30 cents up to $4.87 per visit, 
not including such auxiliary services as laboratory 
and x-ray department. This type of calculation is 
essential in the accounting for subsidies for par- 
ticular services such as venereal disease, cancer, 
etc. It is helpful in pointing out the weak spots in 
an organization, and in the establishment of rates. 


Rates 


Such factors as adherence to a carefully pre- 
pared budget, full use of personnel, limitation of 
specialty clinics, restrictions on such adjuncts to 
diagnosis as laboratory and x-ray examinations, 
intelligent use of volunteers, and periodic weed- 
ing out of chronics, will help in keeping costs down, 
but there is a point beyond which increased volume 
will not reduce the unit cost in these days of ex- 
pensive techniques for diagnosis and treatment. 
We come, therefore, to the consideration of rates. 
If the clinic is to be self-supporting the fee must 
be high enough to meet the unit cost, based on the 
number to be served. This is clearly impossible 
of achievement in the general out-patient depart- 
ment today where the usual fee is set at not much 
over 50 cents, not including special procedures, 
and this must often be remitted in whole or in 
part. 


For this class of patients it is important that: 


1 A proper admitting job is done, taking into 
account the income and family situation and the 
length and type of treatment necessary in the 
care of each individual. Those with incomes high 
enough to pay for private care should be refused, 
and those admitted pay a fee, however small, 
commensurate with their ability, not be admitted 
free as the alternative to paying the full amount. 


2 Once the patient has been accepted, it is 
equally important that his care be supervised. We 
establish a control clinic for each patient admit- 
ted, have him see the same physician on every 
visit wherever possible, and transfer or refer him 
to other clinics only upon the recommendation of 
the control department. This insures a physician- 
patient relationship which makes for confidence, 
and expedites treatment and discharge. Its eco- 
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nomic value lies in the elimination of “shopping 
around” from clinic to clinic by the free and often 
neurotic patient. We have also found that in those 
departments where a paid medical supervisor is 
on service there is less tendency to “try every- 
thing” or to deal superficially with the patient 
having obscure symptoms and a lean pocketbook. 


Costs and Collections 


In spite of the fact that costs at the Boston 
Dispensary have risen from about $1.00 twenty 
years ago to $1.50 today, our experience on col- 
lections from patients has been a decrease from 
54.2 cents to 49.4 cents, about half of the visits 
last year being totally free. This reduction in in- 
come is, of course, due to the increased number 
of welfare and medically indigent patients in the 
past few years. While we recognize that the wel- 
fare case is definitely a Government responsibility, 
we have continued to treat old patients who have 
subsequently become welfare recipients, and to ac- 
cept welfare patients for venereal disease treat- 
ment and such other service as they could not 
secure at their municipal hospitals. As far as the 
local welfare departments will accept the charge, 
we are now billing them for clinic care and, in the 
case of venereal disease patients, collecting from 
the State Department of Health through Federal 
funds the full deficit incurred for this work. The 
trend towards the Government’s subsidizing vol- 
untary hospitals for the care of the indigent gives 
a ray of hope that, to some extent, the loss in in- 
come from patients may be compensated by grants 
from local or Federal Government sources. 


The Inclusive “Per Visit” Rate 


There is one more possibility of increasing the 
average income from the present out-patient clien- 
tele, and that is the establishment of an inclusive 
per visit rate, a plan which has already been ex- 
plored successfully from an accounting and finan- 
cial standpoint in some hospitals, for the care of 
their in-patients. The recent publication of the 
Joint Committee of the American Hospital Asso- 
ciation and the American Public Welfare Associa- 
tion on “Out-Patient Care of the Needy,” recom- 
mends that “all extra services, with the exception 
of a few unusual and expensive procedures, should 
be included in the per-visit rate.” While the con- 
tent of that study relates to collections from Gov- 
ernment for care of welfare cases, the recommen- 
dation is equally worthy of consideration in col- 
lecting from the pay or part-pay patient himself. 
The procedure generally in use for the collection 
of small supplementary laboratory and treatment 
fees is expensive to the institution and annoying 
to the patient. An inclusive rate would eliminate 
these individual petty “extras” by collection of a 
single fee at the time of admission. 





It seems manifestly unfair, however, to estab- 
lish arbitrarily the same rate for every type of 
patient. The fee should approximate the cost for 
the particular service to be given—the man with a 
cut finger does not fall into the same category as 
the man with anemia or syphilis. It might well 
be feasible to have a uniform charge for the first 
visit, high enough to cover the initial cost of ad- 
mitting and first examination, after which the pa- 
tient would be coded as “A” or “B” or “C,” de- 
pending upon the course of treatment recom- 
mended; in other words, instead of one, there 
would be two or three “inclusive” rates, based upon 
the unit costs for clinic and special department 
service ordinarily given for various major classi- 
fications of treatment. X-ray or endoscopic ex- 
aminations, specialized laboratory procedures, and 
medicines to be purchased for use at home, would 
probably not be included. There would be a real 
advantage to the patient to know in advance what 
his visit would cost, and thus have the fee with 
him, and to the cashiers and workers in depart- 
ments who would no longer be trying to get a few 
cents here and there for a blood count, pneumo- 
thorax, lamp treatment, etc. 


“Pay Clinics” for Working People 


While this year we are all seeing considerable 
improvement in income from patients, it seems 
evident that any appreciable increase is dependent 
upon an extension of out-patient facilities to meet 
community needs beyond the treatment of the in- 
digent. As early as 1913 the Boston Dispensary 
opened evening “pay” clinics for working people 
of moderate means, on the theory that this group 
is entitled to as good care as is given the very poor. 
All doctors are paid for their services; otherwise, 
the setup is the same as for morning clinic pa- 
tients. The admitting fee is $1.00, in contrast to 
the morning clinic fee of 50 cents, and correspond- 
ingly higher rates are charged for x-ray and lab- 
oratory examinations and medicines. In spite of 
the remission of fees last year because of hard 
times, patients paid about two-thirds of the cost. 
In some years these evening clinics have been 95 
per cent self-supporting. 


We have also maintained a so-called “Health 
Clinic” for twenty-five years, to encourage periodic 
medical examination. For a fee of $7.50 there is 
complete physical examination, with eye, ear, nose 
and throat and dental check-up by the respective 
specialists, other consultations as indicated, and 
laboratory examination of urine and blood. All 
these data are correlated by the physician in 
charge, recommendations, but no treatment, given 
the patient, and written report sent the family 
doctor if desired. 


32 


A Consultation Clinic Service 

About two years ago, we established a consul- 
tation clinic service for private physicians who 
wished a specialist’s advice for those patients who 
could not pay the usual consultant’s fee. The rate 
charged is $5.00 to $10.00 for a single consultation; 
no treatment is rendered, and no information dji- 
vulged to the patient. Written report is sent the 
referring physician. Both the diagnostic clinic 
and the consultation clinic service are entirely self- 
supporting. They make available to private phy- 
sicians and their patients the specialists’ know]- 
edge and techniques in such fields, for example, 
as laboratory, x-ray, allergy, endocrinology, and 
hematology, which no one man can supply, and 
which none but the well-to-do can pay for if a 
number of specialists must be consulted. It is im- 
portant with these latter groups of patients that 
only the service specifically requested by the doc- 
tor be rendered and recommendations and reports 
given him rather than his patient. 


Extension of Out-Patient Service 

As long as the out-patient department does not 
encroach upon the province of the physician by 
competing for the care of the patient who is able 
to pay for private office treatment, it is justified 
in extending its services to this middle-class group 
to whom it can offer varied medical skills and tech- 
niques beyond the scope of the average physician 
at the cost of mediocre private care. It is de- 
sirable from a psychological standpoint that this 
class of patient be admitted at a different time 
from the charity group, and at a fee equal to the 
cost. For the patient on a higher economic level 
the clinic can be made available to his physician as 
an aid in his diagnosis and treatment. 

To recapitulate, we need to know where our 
money is being spent, and to evaluate its best use 
by a careful analysis of costs distributed over 
the various out-patient divisions. Is the expense 
of maintaining any department out of proportion 
to its value to the patient? Having arrived at an 
irreducible minimum, are we collecting as much 
as the patient is able to pay, no more and no less? 
Can it be done more efficiently by grading rates in 
accordance with total service to be rendered? 
Finally, are we taking advantage of the additional 
revenue to be obtained from the patient of mod- 
erate means? 

It is too much to hope that an answer in the af- 
firmative will eliminate red ink from the financial 
picture. We shall still be dependent to a greater 
or less extent on private or public subsidy. But 
we shall have done our part to establish the out- 
patient department as an important and self-re- 
specting entity serving the community which 
must eventually meet the difference between op- 
erating income and expense. 
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Choice of an Internship 
RUSSELL H. OPPENHEIMER, M.D. 


ical student to make his first big decision. It 

is a big decision because it may determine the 
whole course of his professional life. It is the 
problem about which students ask the greatest 
number of questions and over which they spend 
the greatest amount of thought. No one can. 
make the decision for any student. He alone fully 
appreciates the ideas, desires, ambitions, and per- 
sonal circumstances involved. Student advisers 
are limited, therefore, to a discussion with the 
individual student of the factors which must be 
considered in making the decision. In. doing this 
it is particularly important to be sure that the 
student is not putting undue weight on any one 
factor.. At the same time the adviser should not 
eliminate from consideration any factor the value 
of which cannot be minimized in the student’s 
mind. The factors which most commonly come 
up in the choice of an internship are: 


Tis choice of an internship requires the med- 


1 The city or geographical area to which the 
student desires to go 


2 The student’s financial circumstances 
3 The student’s scholastic standing 


4 The general type of hospital—charity or 
private 


5 The type and length of service 
6 The quality of internship offered 


It is unnecessary to apply any scale of values to 
these factors. The order of their discussion here 
does not signify their relative importance, for 
this varies with each individual student. It must 
be borne in mind also that the student himself 
will assign values which we may or may not be 
able to change. 


1 The City or Geographical Area to Which the 
Student Desire to Go 


It is quite common to find students who express 
the desire to have their internship in some par- 
ticular city, section of the country, or even just 
at a distance. Inquiry into such desires should 
be directed solely to finding out whether they are 
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really important to the student. The wish to see 
a different part of the United States, to have the 
experience of living in a certain city, or merely 
to get away from his previous environment de- 
serves thoughtful consideration. As we think of 
the life of a doctor we realize that, once he enters 
practice, opportunities for travel and the broad- 
ening influences which come from it may not be 
available until late in life. Again, the location of 
an internship is thought to have relation to the 
selection of a place in which to practice. Fre- 
quently enough, this is found to be true because 
professional contacts create opportunities which 
would otherwise not present themselves. At one 
time it was thought that to have had an intern- 
ship in a certain hospital was in itself the assur- 
ance of success in practice. This idea has been 
replaced with the recognition of the quality of 
experience obtained rather than. the name of the 
hospital. Internships throughout the United 
States are now fairly uniform and for this reason 
those students for whom the geographical factor 
is important should have help in securing a suit- 
able internship in the locality attractive to them. 


2 The Student’s Financial Circumstances 


Financial problems are universal with medical 
students. Several surveys have shown that the 
majority of them, at the time of their graduation; 
are either in debt, at the end of their financial 
resources, or both. There are others who con- 
scientiously feel that they should no longer be a 
financial burden to their parents. This point 
calls for rather careful investigation, particularly 
in the case of those students whose scholarship 
and other qualifications would enable them to se- 
cure an unusually attractive internship which 
does not carry a stipend. If the financial block 
is complete and cannot be eliminated, it at once 
becomes dominant in making a choice. There are 
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instances, however, in which the problem of 
finances represents solely the student’s desire to 
become self-dependent. In such instances the 
student should be made to realize that an addi- 
tional investment, small in comparison to that al- 
ready made, may make it possible for him to 
secure hospital experiences of a much higher or- 
der than he could get by at once assuming finan- 
cial independoence. 


3 The Student’s Scholastic Standing 


Regardless of all statements to the contrary, 
many intern appointments are made largely on 
the basis of the student’s academic record. This 
is an unsound procedure, as hospitals following 
this plan made appointments which subsequently 
do not justify themselves and they fail to make 
appointments which would have been advanta- 
geous. Nevertheless, the method is followed in 
many hospitals. In choosing an. internship it is 
well then for the student to find out whether his 
scholastic standing is acceptable to the hospitals 
to which he contemplates applying. This handi- 
eap is not encountered by students in the upper 
third of the class and seldom by those in the 
upper half. Those in the lower half or the lower 
third of the class may find it necessary to elim- 
inate from their application list many hospitals 
which are particularly attractive to them. This 
is especially true when other higher ranking 
members of their own class are applying to the 
same hospital. Occasionally, students with less 
creditable records take what might be called the 
gambler’s chance and await the vacancies which 
frequently occur long after hospital appointments 
are made. Some of the better students who have 
placed all their eggs in one basket only to find 
themselves left out on appointment day similarly 
adopt the waiting plan. 


4 The Type of Hospital—Charity or Private 


Until recent years, students thought that only 
charity hospitals offered intern services of value. 
This was due to the fact that only in charity hos- 
pitals were interns given the opportunity of a 


real doctor-patient relationship. Fortunately, 
this is no longer true, due to changes in private 
hospitals, which have come about as the result 
of newer methods in diagnosis and treatment, 
with the attendant added responsibilities placed 
upon the intern staff. The place of interns in 
the private hospital is now essentially that of 
associates to the visiting staff. As such, their 
contact with private patients is truly professional 
and they are accepted by patients as practition- 
ers. The internship, therefore, becomes the con- 
tinuation of medical education. Furthermore, 
private hospitals receive some free patients. 
Many of them offer superior internships. It is 
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true also that the majority of these private hos- 
pitals provide a stipend for their house staff. 


5 The Type and Length of Service 


The type of service presents one of the greatest 
problems of all because to some extent it places 
on the student the responsibility of deciding what 
type of professional practice he will follow. In 
some instances, this decision is already firmly 
made and is dependent upon previously arranged 
plans for an association, usually the desire of 
the student or his father to form a father-son 
association. In almost all other instances the 
student’s idea in this direction is at best poorly 
formed. All fields of practice look good to him 
from one standpoint or another. The chief diffi- 
culty arises, therefore, in the straight medical or 
straight surgical services now offered in many 
hospitals, because they force upon the student a 
decision as to the direction of his training before 
he is ready to make it. The straight medical 
service is admittedly good preparation for sur- 
gery, but few students feel they can afford this 
additional year. On the other hand, a year in 
surgery does not have comparable value for the 
man who eventually decides to practice internal 
medicine. The usual result is that the decision 
is made by circumstances relating to his first- 
year internship and the opportunities which pre- 
sent themselves while he is serving it. 


Probably the majority of students have the 
idea of specialization. Only a portion of those 
who are quali*-d will have the opportunity of 
preparing themselves for specialized practice. 
Among those who prefer a specialty are some 
whose intellectual accomplishments throw doubt 
on the wisdom of their attempting this type of 
work. At least some effort should be made to 
direct such individuals to hospital services which 
will fit them for general practice. Essentials for 
a man who contemplates general practice are: 
a thorough education in internal medicine (in- 
cluding pediatrics) ; the ability to meet the ordi- 
nary problems in obstetrics, and surgical expe- 
rience sufficient to enable him to treat the com- 
mon uncomplicated traumatic injuries which are 
now so frequent. It is doubtful that this expe- 
rience can be gained in less than two years. 


At the present time the majority of students 
plan for a hospital service of more than one year. 
Since many internships are limited to one year, 
the student faces the necessity of arranging his 
second or any subsequent year of experience. Be- 
cause of this the choice of an internship can. ad- 
vantageously be made on the basis of opportuni- 
ties which the hospital offers for continuing be- 
yond the first year. Lacking success in securing 
such an appointment the chances of gaining 


HOSPITALS 





~~ wr 495 ©. er FH wo tee 6 SlUlClCOheee Clr SlUC WM OCCULT 


ON eet et la Sl KUO 


RP Sass 


oes SB TP NS OS 


> aml 
_— 


1 -= —O wr Re 


further hospital experience are augmented by ac- 
cepting an internship in a hospital which is locat- 
ed where there will be an opportunity of easily 
getting in touch with openings for a second, 
third, or subsequent years. 


6 The Quality of Internship Offered 


The quality of the internship offered is in itself 
the subject of much discussion. Some comment 
on this has already been made in the considera- 
tion of other factors in the choice of an intern- 
ship. It will serve our purpose here merely to 
mention a few of the principles by which the 
quality of the internship can be judged. Among 
these are: 


1 The professional quality of the visiting staff 
of the hospital. It goes without saying that the 
intern cannot hope to get much further than the 
staff have gone in their professional advance- 
ment. 


2 The teaching interest of the visiting staff. 
Students recognize the importance of this. The 
assurance that it exists in university hospitals 
makes them the first choice in the student’s mind. 
In a book in which we keep letters from interns 
commenting on hospital services, it is interesting 
to note the frequency with which remarks are 
made concerning the teaching attitude of the vis- 
iting staff. It is signifiant that the intern him- 
self places more weight on this aspect of the in- 
ternship than he does on unlimited privileges in 
doing things with patients, even operating. Now- 
adays, students know that they learn by doing, 
but they realize also that they learn most through 
directed effort. 


3 The extent to which the intern is made to 
feel that he is an important part of the profes- 
sional service of the hospital. The student deter- 
mines this quality by the extent to which the 
visiting staff discuss with the intern the prob- 
lems of diagnosis and treatment presented by pa- 
tients. They judge of it also by how well the staff 
is acquainted with the medical literature related 
to these problems and by how much they expect 
the intern, to be similarly informed. 


4 The final factor of appraisal is whether the 
visiting staff confer upon the intern that confi- 
dence and responsibility which an older medical 
man gives to a young associate. 


The choice of an internship thus should be 
made by the student himself and should be based 
on factors which are individual to him. Some of 
these factors are concerned with his personal and 
intellectual qualifications, others with the circum- 
stances in which he finds himself at the time of 
graduation, while still others relate to the ambi- 
tions and desires he has for his future profes- 
sional life. A few of these factors have been dis- 
cussed briefly here. There are many others 
which come to light as we talk to students about 
an internship. Those who have the responsibility 
of advising students in the choice of an intern- 
ship and those whose privilege it is to select them 
have an important and time-consuming task, one 
which may lapse into a dull routine unless we are 
able to keep before us the realization that to the 
student the experience of thinking about and 
seeking an internship is new and disturbing. 
Upon our sustained appreciation of this fact will 
depend in large measure our success in advising 
students and selecting interns. 





Medical Records Librarians’ School Has 
University Affiliation 


St. Joseph Hospital School for Medical Records 
Librarians, St. Joseph Hospital, Chicago, has be- 
come affiliated with the College of Liberal Arts 
and Sciences of DePaul University. Thus it will 
be possible for those students who have only the 
minimum requirement of two years’ college cred- 
its for entrance, to add credits for a minimum of 
two major subjects during the time they are 
working toward their Certificate in Medical Rec- 
ords Library Science. 


Mrs. Edna K. Huffman, R.R.L., who in 1935 or- 
ganized this school, which was the fourth school 
to be approved, and who, more recently, has been 
director of Grant Hospital School for Medical 
Records Librarians, Grant Hospital, Chicago, as- 
sumed the directorship of St. Joseph School at the 
time this change in policy became effective. 
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Dr. William T. Clark Appointed Superin- 
tendent of Edward J. Meyer 
Memorial Hospital 

Dr. William T. Clark has been appointed super- 
intendent of the Edward J. Meyer Memorial Hos- 
pital, Buffalo, New York, to succeed Dr. Walter 
S. Goodale, deceased. 

Doctor Clark has been connected with the hos- 
pital for the past sixteen. years, and in 1930 was 
made assistant to Doctor Goodale and for the 
past ten years or more he has been “quietly 
groomed” by Doctor Goodale to succeed him as 
superintendent when he died or retired. 

Doctor Clark is a graduate of the Buffalo Med- 
ical College, and holds a degree of doctor of public 
health from the the Johns Hopkins University. 

Doctor Clark has been chosen to head the De- 
partment of Hygiene and Public Health in the 
Buffalo Medical College to succeed Doctor 
Goodale. 
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: Value of a Convalescent Home 


to Children's Hospitals 


WINIFRED CULBERTSON, R.N. 


valescent care in a group vitally interested 
in both the care of the acutely ill and the con- 
valescent, is indeed a privilege. 


Te BE given the opportunity to discuss con- 


In view of the fact that little material is avail- 
able, as there are very few convalescent homes 
in this country for comparative data, either from 
the financial or administrative standpoint, it is 
difficult to discuss true values. Each of those in 
existence has been developed more from the point 
of view of a children’s hospital having a country 
branch to which they send their long time cases, 
than as a community asset to care for all cases 
within either city or county. 


The last ten years have seen a growing inter- 
est in convalescent care. The greatest impetus to 
the field has been given by Dr. E. H. Corwin, and 
the Conference on Convalescent Care, by the 
Committee on. Public Health Relations of the New 
York Academy of Medicine. 


J. H. Holbrook, of Hamilton, Ontario, Canada, 
gave a splendid paper at the 1931 Convention on 
the “Educational and Vocational Programs for Pa- 
tients in Convalescent Homes and Sanatoria.” He 
brought out in his paper that these institutions 
should take on more and more the role of schools 
for the building of citizenship, in that group of 
citizens who are the most in need of assistance, 
namely, those who are starting life with a physi- 
cal handicap. 


The true value in the organization of our con- 
valescent programs follow these lines. I wish 
that each community could study its problem, and 
instead of having individual hospitals, establish 
its own convalescent home, and that it could be 
developed from the standpoint of community 
need, and even operated by a separate board. 


Our Children’s Convalescent Home is such an 
organization, built in 1930, after a very careful 
survey of the facilities in the city for the care 
of children. The board early recognized the 
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need for proper facilities for convalescent care 
along the lines of an educational program. 


The Home has been consecrated to the ideal of 
providing for the children the environment that 
would encourage and stimulate constructive work 
of educational value, under the wise supervision 
of a trained personnel. Its creed, that every child 
shall leave this institution as physically fit as pos- 
sible, its corrective needs cared for, and its health 
habits formed. 


I will not discuss the plans of the building, but 
devote my time to discussing personnel, for it is 
not the physical structure that inspires the chil- 
dren to carry on, but the staff that works with 
them. 

Preparing the Personnel 


Too little consideration has been given to pre- 
paring personnel for these institutions, the gen- 
eral belief has been that the average type of at- 
tendants and school teachers from the Board of 
Education are sufficient. We who are interested 
in the convalescent child realize the great oppor- 
tunity for all phases of teaching, and are inter- 
ested in obtaining a very highly qualified staff to 
carry on a special program. 


Our home is fortunate in its affiliation with the 
Department of Pediatrics of the University of 
Cincinnati. One of the associate professors is 
the medical director, having as assistant medical 
director, one of the instructors. Also, he has the 
assistance of a representative of every specialized 
branch of medicine, a psychologist, and a dentist 
on the staff. In the program of the two-year resi- 
dency, the first year resident has a two months’ 
service with us. It is possible to have an. ideal 
medical program for the child because almost all of 
the pediatric service in the city is under the same 
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medical direction, including the Children’s Hos- 
pital, out-patient clinics, pediatric and contagious 
services of the General Hospital, and the Babies’ 
Milk Fund with its many clinics. 


The medical director, or assistant, visits the 
Home daily. The resident is on duty every day, 
with the exception of two afternoons, which he 
spends in the clinics at Children’s Hospital. Be- 
cause of our location, all hospitals, the medical 
school, and the clinics are within a radius of three 
miles. Our resident lives in the resident quarters 
at Children’s Hospital, and we supply transporta- 
tion in addition to paying his salary and mainte- 
nance to Children’s Hospital. 


We do not house any of our staff, having three 
eight-hour shifts, with the smallest number on. 
duty from 9:00 p. m. until 6:00 a. m. 


Providing a Normal Life for Our Child Patients 


We are making every effort to provide as nor- 
mal a life for the child as possible within the 
walls of an institution. We are fortunate to have 
an entire graduate staff. Graduate nurses with 
special pediatric experience, and more and more 
we want nurses who have had some public health 
experience, as it gives them a better understand- 
ing of the home situation to which the child must 
return. In addition, we plan time for special work 
in handcrafts, games, and child training. This 
enables them to help the bed patients in any form 
of work in which they are engaged. The staff 
who care for the up-group of children are known 
as child care workers for want of a better title. 
These are all graduates of universities, and have 
majored in child care and training. Their back- 
ground is the well child, and theirs is the super- 
vision of the activities of the ambulatory chil- 
dren. They, too, need to know games, occupa- 
tional therapy, and how to guide the still partially 
sick child back to normal adjustment. The work 
of the nurses and child development workers 
must be well planned so there is no overlapping of 
duties or responsibilities. Large airy playrooms 
are well equipped with play facilities, and an open 
fireplace for toasting marshmallows, and popping 
corn. 

Planning Our School Rooms 


Our school rooms were planned to care for the 
special type of teaching, as all children go to the 
school rooms, no bedside teaching being done in 
the wards. This we find gives the children a feel- 
ing of regular school. Children attend school in 
beds, carts, wheel chairs, and on foot. The child 
feels his responsibility to keep up his work, so 
that he can join his regular class when leaving. 
The teachers during the school year are supplied 
by the Board of Education, and we have been 
fortunate enough to always have a gift of the 
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teachers’ salaries during the vacation period, so 
we have school twelve months a year. 


The Dietitian as a Teacher 


The dietitian is a very valuable member of the 
staff, teaching daily classes in nutrition, in addi- 
tion to the planning and supervision of the food. 
In our parents’ classes she has a wonderful op- 
portunity to teach the planning of meals and 
budgeting of food costs. 


Two librarians are also on the staff, working 
week days from 1:00 p. m. to 6:00 p. m., Satur- 
day, 9:00 a. m. to 12:00 noon. They visit the 
wards, help the children choose their books, read 
or tell stories during rest period, and help de- 
velop the desire for good reading, and give to 
the handicapped and shut-in children a vicarious 
life of action and adventure, and also teach them 
the use of the library, and library habits. The 
up-children go to the library at appointed times: 


We also use a large corps of volunteers who 
come in at stated hours and work with various 
groups throughout the house. They have their 
chairman, and it is necessary for all to sign ‘up 
at the beginning of the fall and come in for class 
work, which is given by the staff, so that they 
have some idea how to plan their work, and the 
correct approach to the child. 


Educational Work with Parents 


The extension of the educational work to in- 
clude the parents is a far-reaching phase of the 
work. This is done both by individual confer- 
ences, and classes that have been established im- 
mediately following the visiting hour on Satur- 
day. On these occasions talks are given by the 
medical groups, the members of the staff, or 
others engaged in child welfare work. The sub- 
jects include, nutrition, matters of discipline, 
health habits, clothes, etc., some of which are 
taught by the use of motion pictures. We have 
been very successful in this form of getting our 
message to the family. With an average of 
seventy children in the house, we will average 
forty-five at a class. Discussion groups are al- 
ways entered into freely. The classes are fol- 
lowed by refreshments that are simple, and 
served by the children. 


The Outdoor Playground 


The outdoor playground has been planned to 
give the children as much country as possible. We 
have a shelter house which is used for games and 
rest period, with a built-in fireplace for outdoor 
picnics, and all the equipment of any playground, 
a garden plot is provided for the ambulatory 
group, and they have the opportunity of growing 
what they choose. Any child may have animals, 
rabbits, chickens, ducks, etc. The most interest- 







37 





ing are the collie dog, goat, and sheep. Many of 
the children from the basin of the city have never 
had the chance of becoming acquainted with 
either animals or gardens. This is also a good 
opportunity for teaching sex hygiene. 


Clubs of all kinds fill in another phase of their 
life. Various ones, such as stamp, hobby, Girl 
Reserves, and Boy Pioneers are held regularly. 
All have outside leaders who mean much to the 
children. Our object in this is to have the club 
leader place them in a neighborhood club on dis- 
charge. 

The institution is non-sectarian, religious in- 
struction being planned for each group, and serv- 
ices are held weekly. 


Student Government 


The children, have their own student govern- 
ment, electing their officers, holding regular meet- 
ings, and trying to help in the many phases of 
discipline that come up in such a group. The 
children who are with us a long time consider a 
place on the council as the highest honor. 


We have very close cooperation with all the 
hospital clinics and child caring agencies. 


Children are admitted only on written applica- 
tion. On dismissal they are sent back to the re- 
ferring agency, with a discharge form, with sum- 
mary of progress during their stay, and future 
recommendations. Definite appointment is made 


for the first trip back to clinic, and is given to. 


the family at discharge, with a menu and sched- 
ule to be carried out at home. 


During the child’s stay, conferences are held 


with the social workers, so that situations need- 
ing adjustment can be taken care of while the 
child is out of the home. 


In the constantly changing hospital field, and 
the increase in cost of operation, the value of 
using convalescent homes may be more fully ap- 
preciated, as the cost is much less. In the figures 
for the country the cost of convalescent care has 
been put at $2.35 per patient, per day. Available 
information states that the care in a convalescent 
home should be half as much as the cost of hos- 
pital care. Our figures covering a period of ten 
years, which were completed in January this 
year, show that the per diem cost has been only 
$2.11 per child. Very careful cost figures have 
been kept, so that our figures are avaliable to 
anyone wishing detailed information. 


A great educational program should be launched 
by a committee from the American Hospital Asso- 
ciation to acquaint the medical profession, the 
hospitals, the clinics, and the public, of the place 
that convalescence plays in the field of medical 
care. Too few people know of its advantages. 
We also need some interested centers to prepare 
personnel who are qualified to care for the con- 
valescent. 


The value of convalescent homes to children’s 
hospitals depends entirely upon how they use the 
existing facilities in the community, in the edu- 
cation of their medical, resident, and nursing 
staffs in the opportunities available in a well 
rounded program for the care of the child. Stimu- 
lating interest in their boards to help develop the 
work in their communities. 





New Tuberculosis Hospital for Houston 


Houston, Texas, has approved an expenditure 
of $650,000 for a tuberculosis hospital. Archi- 
tects plans have been drawn for an eight-story 
structure. The present facilities provide 170 beds 
for the treatment of children and adults, and 
tentative plans for the proposed hospital will add 
approximately 300 beds to this total. 





Proposed tuberculosis hospital for Houston 
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Resolution Adopted by Canadian 
Hospital Council 
The Candian Hospital Council, at a meeting held 
in Montreal, adopted the following resolution: 

BE IT RESOLVED that the Canadian Hospital 
Council send greetings through its secretary, 
a past-president of the American Hospital 
Association, to the American Hospital Asso- 
ciation, the American College of Hospital Ad- 
ministrators, and allied bodies now assembled 
in convention at Atlantic City and to re-em- 
phasize the spirit of loyal cooperation now so 


evident. 
—_—_~——_ 


For the Bacon Library 
Asa S. Bacon has given the Bacon Library of 
the American Hospital Association a donation of 
$10.00 in memory of Father Charles B. Moulinier, 
S.J., the first president of the Catholic Hospital 
Association, who died on August 1. 
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forth on a professional career is full of mo- 

mentous decisions. For the young medical 
graduate, one of the most vital of these is- his 
choice of an internship. For many contacts with 
senior students, one comes to the conclusion that, 
all too frequently, the student is not clear in his 
own mind concerning the basic factors which 
should underlie his decision. 


T= life of any young person about to launch 


Too many accept the first likely opening without 
giving serious thought as to whether or not it 
leads in the right direction. Often it is taken 
routinely as a perfunctory duty, like taking 
sulphur and molasses in the spring, or as one 
wades through compulsory hours of dissecting 
worms or doing biuret reactions. One is expected 
to “put in” one, two or three years in internship, 
“So,” says the intern, “let us get that stage over.” 
All too often the favorite hospital is the one known 
to let the intern wield a scalpel almost before he 
knows how to use a razor. 


Three Factors Underlying a Choice of Internship 
Should Be Analyzed 


It is in the pre-internship year that the factors 
underlying the choice of an internship should be 
seriously analyzed. 


In the first place, some effort should be made 
to clarify the student’s inclinations and special 
bent. It is true that some senior students may 
have a confused idea as to their logical field, but 
almost all students have some general impression 
at least. One ieans to pathology or research; an- 
other is definitely interested in pediatrics; another 
has a dad at home who is holding the practice 
together until “Young Doctor John” can take over. 
These inclinations or logical courses of action are 
of value in making this choice. Of course, this 
self-analysis must be quite frank and candid for 
the usual first thought of the student, based on 
the natural worship of the dramatic by youth, is 
of general surgery, all to often a short-lived guid- 
Ing star. 


Some of the more specialized fields, such as 
urology, cardiology, psychiatry, ophthalmology, 


— 
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insurance, or hospital administration, are seldom 
thought of in undergraduate decisions. That is 
not a serious matter, however, as it is better that 
general training precede highly specialized work. 
Frequently, interest in these specialized fields fol- 
lows accidental or unanticipated association, as 
becoming an assistant to an orthopedic surgeon, 
or developing tuberculosis. 


If one desires to practice a special field in a 
large center, it is obvious that the internship se- 
lected should be in a larger departmentalized hos- 
pital, preferably one where the intern can go on 
from his junior rotating year to a seniorship and 
then on to his residency. On the other hand, if a 
recent graduate plans to do general practice in a 
small center, he would be unwise to take, say, a 
straight internship in surgery, no matter how en- 
vied by his classmates, or even a junior internship 
in a large teaching hospital where he would be but 
a junior cog in a big machine with endless seniors, 
residents, and junior attendings depriving him of 
all clinical responsibility. He would probably get 
more practical work in a small hospital where he 
would have much more responsibility and experi- 
ence conditions much more like those to be an- 
ticipated in his future practice. Naturally, if he 
aims at taking one of the specialty Boards, he 
should select a hospital recognized for those ex- 
aminations. 


Secondly, he should chart for himself a long 
range time-table, can he finance three years, or 
only one year? If he can afford three or four 
years, can he take a junior internship which will 
open the way for further study? If he is married, 
or plans to marry shortly, what internship will 
best suit that status? Where will his wife live? 
Or desire to live? 


Thirdly,:he should choose a hospital with high 
staff requirements. It has well been said, “I am 
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a part of all that I have met” and few young men 
realize what a profound impression is made upon 
their processes of thought—and upon their char- 
acter, too—by their preceptors. There is a ten- 
dency to idolize certain staff seniors; this may be 
a powerful influence for good—but the reverse 
may be the case. 


A Two-Sided. Bargain 


On the day that he assumes his new duties, the 
most important thing in the life of the new intern 
is to realize that he has entered upon a two-sided 
bargain. The intern naturally has an objective— 
to obtain all the knowledge and experience possi- 
ble. But the hospital also has a viewpoint. It 
realizes his desire, but expects that he will render 
valuable service to the hospital in return for his 
housing, board, and uniforms, and the additional 
cost and administrative detail associated with his 
presence in the hospital. 


For happy relationships and the maximum of 
benefit, each party to the arrangement must thor- 
oughly understand and appreciate the viewpoint 
of the other. 


Obtaining Clinicai Perspective 


It is too much to expect the young intern just 
out of medical school to have the clinical perspec- 
tive of a man with thirty years of practice behind 
him. He cannot be expected to fully foresee what 
will be of most practical help to '‘m in his future 
clinical practice. We have but to look back to our 
own internship years to recall how we dropped 
everything to merely be among those present 
when some rare operation was being done, even 
though we saw practically nothing; yet the rou- 
tine postoperative care of patients, which we 
considered very humdrum, was of infinitely more 
future practical value. And so with out-patient 
care. 


It would be the most helpful half hour of the 
internship if some senior doctor on the staff could 
take each new crop of interns and explain to them 
the relative importance of so much that goes to 
make up the intern’s day, pointing out from his 
wealth of experience how vital in after years is the 
training in observation, in meticulous attention to 
detail and in analyzing the patient’s history; also 
how valueless to the majority practitioners is the 
time spent on watching some highly specialized 
procedure. 


In trying to foresee his future clinical require- 
ments, the young intern might well analyze the 
weaknesses in his training to date. Does he need 
more experience in detecting crepitations or mur- 
murs? Is his palpation weak? Did he ever 
really understand_infant feeding? Can he write 


40 


a diabetic diet? Is he brusque with his patients? 
Does he need to develop a better bedside manner? 
Is he careless about detail? Does he know his 
neurology? If he is going into a narrow specialty, 
what general knowledge should he have to broaden 
his diagnostic perspective. 


Intern Committee Helpful 


It is right here that the intern committee can 
be of real help to the intern. One of the primary 
functions of this committee should be to assist 
the interns with their personal problems and those 
of adjustment; in other words, help him with the 
psychological aspects of internship. Dr. R. C. 
Buerki in the report of the Commission on Grad- 
uate Medical Education recommends that there be 
a full or part time “educational director” to de- 
velop fully the educational possibilities of the in- 
ternship. 


The committee may be of help to the intern in 
working out a program of self-discipline. With 
no examinations ahead of them (in many cases) 
and with no prescribed course of studies, the in- 
tern is very apt to follow the line of least resist- 
ance and let his routine duties be his professional 
day. Sometimes, if overworked, he can do little 
more, but it is a mistake to slip into this mental 
attitude, for, again, “As the twig is bent...” He 
must constantly remind himself that continued 
observation and reading makes the most effective 
form of study. Provost Mahaffy, heads of famous 
Trinity College in Dublin once said: “At Trinity 
you are not supposed to learn, you are supposed 
to experience and to conduct yourself.” And then 
he added, “You can go to Scotland for more in- 
formation if that appeals to you.” That may 
have characterized good old Trinity, but the pres- 
ent day intern must experience and conduct him- 
self—and learn. He must never cease to be a 
student, for, as reads the motto of Budaeus, “Time 
not given to study is lost time.” 


In between other assignments, he can do much 
to improve his knowledge of clinical procedures, 
such as blood grouping, the handling of wet plas- 
ter and the reading of x-ray plates. He should 
miss no legitimate opportunity to perfect his use 
of the ophthalmoscope and otoscope, of doing par- 
acenteses, or of making spinal punctures. If per- 
mission be given some of these may be done in 
the morgue; laryngeal intubation may be prac- 
ticed on a stillborn babe. If one approaches his- 
tory writing with an intelligent viewpoint, it be- 
comes not a routine drudgery, but a priceless op- 
portunity to study the background of disease. 


Osler extolled the humbling influence of the 
postmortem room on the self-assured clinician and 
urged the young graduate to haunt the morgue. 
Interhs should attend staff meetings as much as 
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possible. The wise staff chairman will let the 
interns participate early by synopsizing the his- 
tories or in the demonstration of procedure. 


The Value of Time 


Particularly would one like to stress the im- 
portance of placing a real value on time. As we 
grow older, the days seem altogether too short 
to accomplish all that we want to do; the poet 
sings of “Time’s horses galloping down the lessen- 
ing hill.” To many interns time seems to mean 
only the “putting in” of two months on this serv- 
ice, or another week on that. 


This might be better realized if the cash equiv- 
alent of the time spent were estimated. What 
is an average year in practice worth in dollars and 
cents? Not the first lean year, for he will still 
need to go through that, but an average year, for, 
remember, he is shortening his professional years 
by the one to three years served as an intern. Five 
thousand dollars per year would probably be a con- 
servative estimate. That means over fourteen 
dollars a day, allowing for two weeks off. In 
other words, it would have a decidedly sobering 
effect if the intern each night were to ask himself, 
“Would I have been willing to pay out fourteen 
dollars in cold cash for what I learned today?” 


Relationship to Attending Staff 


Finally, a close and friendly relationship be- 
tween the intern and his superiors can mean much 
to both parties. In medicine as in few other fields 
there can be a lasting and intimate friendship 
between the generations—on the one hand, based 
on the gratitude of youth for the unselfish passing 
on to them of the ripe experience of years and, on 
the other hand, based on a paternal affection for 





the enthusiastic novitiate in his quest of knowl- 
edge coupled, one often suspects, with a subcon- 
scious desire to turn back time in its flight and 
through the virgin mind of another carve a fresh 
and higher pathway in the search for truth. 
Fortunate indeed is that intern whose superiors 
are imbued with the “kindly spirit of the pre- 
ceptor”—who look upon him as a junior partner 
whom it is a pleasure to coach in the complex lore 
of the learned leech. Many leading physicians 
and surgeons, looking back upon the hectic but 
carefree years of their internship, have considered 
their most valued and cherished memory to be 
that of their many informal discussions with their 
elders on the diverse problems of medicine; on 
the “art” of medicine, the handling of patients and 
relatives, “breaking” the news, gaining the confi- 
dence of children, or the ethics of a consultation. 


This happy relationship will only develop if the 
intern warrant this confidence of his chief. Be- 
ing human, the chief may resent the appearance 
of a new intern just when his predecessor was 
learning his way about. However, he soon be- 
comes interested if he finds that the intern takes 
his work seriously, keeps his records up to the 
minute, puts his blood counts on the chart and 
not in the pocket of his other coat and does not 
have to be called from the breakfast room to scrub. 
The surgeon likes an intern who takes the trouble 
to read up the operation, who knows the names of 
instruments, who remembers his chiefs pet method 
of sterilizing the umbilicus and who does not put 
the needle into the holder backwards. His joy 
will be complete if he finds an apprentice who is 
more interested in preoperative and postoperative 
care than in getting his itching fingers around a 
scalpel. 





New Tuberculosis Pavilion at 
Riverside Hospital 

The cornerstone of the new 150-bed tubercu- 
losis pavilion at Riverside Hospital on North 
Brother Island, New York City, was laid on Mon- 
day, October 20, by Mayor La Guardia, with Dr. 
W. C. Rappleye, Commissioner of New York City 
Hospitals, officiating. This new unit will provide 
150 additional beds and will serve as a reception 
center for tuberculosis admissions, as an infirm- 
ary for patients seriously ill, and as a preopera- 
tive service for patients needing chest surgery. 

The Riverside Hospital, which was founded in 
1855, now covers approximately twenty-five acres 
of ground and has a capacity of 332 beds, 284 of 
which are for the tuberculous. Beds for the 
tuberculous patients will aggregate 434 when the 
new pavilion is opened early in 1942. 
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Mary M. Maxwell Goes to University 
of lowa Hospitals 


Mary M. Maxwell resigned as executive secre- 
tary of the American Association of Medical So- 
cial Workers to become director of the Depart- 
ment of Social Service, University of Iowa 
Hospitals, Iowa City, effective October 1. 


——_<>— 


Maternal Mortality—A Correction 


In our October issue we quoted maternal mor- 
tality figures as supplied by the National Mater- 
nal and Child Health Council. It now develops 
that the figures quoted were not correct. The 
current figures are a maternal mortality rate of 
40 per 10,000 live births for 1939, as compared to 
a rate of 59 per 10,000 live births for 1934—a 
reduction of 32 per cent. 
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Development of New or Old Space for Tuberculosis 
Units in General Hospitals 


W. H. OATWAY, JR., M.D. 


general hospitals are often insufficient. 

This need for beds and quarters and serv- 
ice may come from several causes: Known tuber- 
culous patients must be admitted when. necessary ; 
they must be cared for in isolation; and more 
cases are being recognized as tuberculous during 
hospitalization for other reasons. 


A CCOMMODATIONS for the tuberculous in 


Tuberculosis patients should be cared for so 
that they receive every hospital advantage, yet so 
that their contacts receive every possible protec- 
tion. The occupational incidence of tuberculous 
infection and disease is fairly well known. Less 
known but definite is the protection which may 
be given contacts by a definite and complete rou- 
tine of infectious disease precautions. 


The best method for efficient care of tuber- 
culous patients is a physical isolation or segrega- 
tion. This requires a separation of the bed or 
room from others, and an interruption of contact 
with other individuals. This detachment must be 
complete, efficient, simple and foolproof. The 
arrangements will vary with the function of the 
unit, since medical or custodial cases may be 
cared for with less space and equipment than 
when collapse therapy is used. 


Provision of quarters suitable for the care 
which has been. described is the problem of the 
hospital. There is usually the choice of remodel- 
ling or expanding; existing facilities may be used 
with minor changes; old situations may be re- 
vised; or a new ward, floor, or building may be 
added. 


The difference between requirements and avail- 
able facilities may force a compromise. The gen- 
eral needs can usually be defined: A certain num- 
ber of beds is necessary; the service facilities are 
dictated by the number of beds; the size and type 
of the hospital, its community function, its sana- 
torium connections will all modify the need for 
beds. Isolation, comfort, cenvenience for staff 
and service, and other factors may modify the 
size.and location of the unit. 





Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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A decision as to the changes required to fit the 
needs can be made by surveying the hospital for 
suitable space for conversion or construction. 
This will depend upon the individual hospital. One 
or more rooms may be infrequently used; a roof- 
top may be suitable; a piece of land may be 
vacant. 

Specific Equipment 


There are many details of equipment which 
should be considered in planning for construc- 
tion. Again, their quantity will depend on the 
census of the tuberculosis unit. They can be con- 
sidered under several general headings: 


The equipment needed for a patient at bed rest 
should include a bed, cabinet, chair, stand, light 
signals, toilet articles, sputum disposal, curtains 
or screens, etcetera. 


Equipment for medical and surgical care may 
include carts, wheel-chairs, pneumothorax and 
surgical supply carts, fluoroscopic equipment, 
special devices, oxygen supply, examining and 
out-patient rooms, and drug cabinets. 


General equipment for cooking, serving, clean- 
ing, sterilizing, warming, and refrigerating; 
laundry service, with bags, hampers, carts; utility 
room with a sterilizer, slop-sink, tables, racks, 
cabinets, solution supply, cleaning equipment, 
bed-pans; bath rooms for ambulatory male and 
female patients; storage areas for linen, pillows, 
bags, sputum-wipes, shock-blocks, lamps, are all 
to be considered. 

The infectious precaution equipment should in- 
clude supplies of gowns and masks, clothes-racks, 
baskets, rnnning-water bowls, towels, cresol solu- 
tions, etc. 

Facilities for the medical and nursing. staffs 
may include a nursing station, office, teaching 
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supplies, x-ray files and view boxes, and lockers 
or dressing rooms. 


Description of Various Sized Units 


The use and equipment of various sized units 
can be illustrated by several typical floor plans. 


The Single Room—tThe simplest unit is the 
single room, interposed between others in general 
use. It may be in transient or continuous use. 
It may contain one or two metal beds and appro- 
priate metal chairs, cabinet, etc. A curtain aids 
privacy. A bowl (or bath room) with running 
water is preferable to basins containing anti- 
septics. Paper towels are satisfactory. Gowns, a 
clothes rack, a metal basket are shown. The 
floors, walls, and woodwork should also be wash- 
able. 


The room should be marked, infectious precau- 
tion orders written, and handling of the laundry, 
kitchen service, and anticeptic care of the con- 
tact surfaces handled according to the outline 
published by the American. Hospital Association 
in 1940. The position of the room demands 
that its conduct be carefully supervised by a 
trained individual. 


Ward Unit—The slightly larger ward unit may 
be prepared when a number of beds are needed. 
Isolation of one or several beds in a room or ward 
is difficult and unsatisfactory. 


The equipment is almost a multiplication of 
that used in a room, and the prime principles of 
care and conduct are the same. 


The ward should be set off distinctly from 
nearby sections. Infectious precaution equip- 
ment should be placed at its entrance. A special 
nursing station is necessary, but ordinary service, 
(such as food, linen, drugs) can come from the 
general hospital supply. 


Cubicles can be formed by the use of complete 
or partial metal and glass partitions. Large cu- 
bicles can be divided for further privacy by heavy 
cloth curtains, strung on tight wires. Ventilation, 
heating, air conditioning, lighting, position of 
beds may all be arranged to suit the space and the 
budget. Porches are probably not a necessity in 
any small unit, or where surgery is done, or 
where the patients are only transiently in 
residence. 


Large Self-Contained Unit—A larger, almost 
self-contained unit can be designed to fit a large 
ward, a wing, or a single floor of a small building. 
Bed room is arranged according to space, and 
previous suggestions. The medical, nursing, and 
serving procedures are correlated in the smallest 
possible space. The general service comes from 
the hospital, but kitchen, linen, and utility service 
have local depots; nurses and doctors have dress- 
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ing and work rooms; bed and out-patients must 
be taken care of with medical or surgical treat- 
ment; parking of vehicles will depend on the 
presence of vacant space; a dispensary and water 
supply may be placed nearest the bulk of beds. 


These facilities can be used for a ward of from 
25 to 50 beds, preferably on the same floor. The 
beds may be in one, two or four bed rooms, or 
in ward cubicles, as shown. 


Entire Floor Unit—The conversion or con- 
struction of an entire large floor for use as a 
tuberculosis unit can be based upon the essentials 
of the ward unit. The details are the same, and 
the differences are only those which size requires. 
Some facilities must be enlarged and some 
multiplied. 


The larger unit will have more patients, need 
more attendants and staff members, have more 
visitors, need more elevator, kitchen and utility 
service, and more storage and wash rooms. De- 
centralized dispensaries, nurses desks, wash-up 
and gown stations will all be necessary and 
helpful. 


Although rubber-tile is softer and quieter, a 
rock-composition floor is easier to sterilize, and 
the ceilings can be as cheaply sound-proofed as 
plastered. Cresol is the only antiseptic of any 
value. 


Elevators, stairs, fire escapes, and dumb-waiter 
shafts are necessary, and their construction and 
position will depend on previous position, or a 
new central location, as noted. 


Conservation of Space 


Very few units have extra room. There seems 
always the urgent need to conserve space for use. 
Photographs of several arrangements and pieces 
of equipment may illustrate the point. 


A cubicle for four may be as small as 11x17 
feet and not lack for privacy or be an infectious 
hazard, if the screening is efficient. 


Surgical and pneumothorax equipment may be 
portable and satisfactory. Sick patients and post- 
surgical cases require bedside care and treat- 
ment. The use of such a routine may obviate 
the need of a treatment room. 


Oxygen therapy is frequently necessary after 
chest surgery. The administration by nasal 
catheter and a humidifier is much the best 
method and saves space and expensive devices 
when several patients need it in the same period 
of time. 


The construction of holders for a tank and 
humidifier beneath a cart will allow efficient use 
of ozygen while the patient is being moved. 








A mask and gown supply for visitors, with in- 
structions, clothes rack, and metal receptacle, is 
shown in a corner near the elevator which could 
be used for no other purpose. 


There are many other such possibilities, espe- 
cially in placement of equipment in the kitchen 
and utility rooms. An extreme example in our 
hospital is an L-shaped room 5x14 feet in size, 
which serves as linen room, storage for paper 
wipes and bags, for heat lamps, humidifiers and 
shock blocks, contains a shower bath and a fluoro- 
scope, and has two walls covered with portraits 
of past staff members. 


Expansion at State of Wisconsin 
General Hospital 
In conclusion I will give briefly the progress of 
facilities for the care of tuberculous patients at 
the State of Wisconsin General Hospital. 


From 1923 to 1933 patients were cared for in 
widely separated corridor rooms with a few pre- 
cautions used only during the end of that period. 
Almost all cases of tuberculosis were admitted for 
chest surgery. The equipment was similar to that 
of the single room. 


In 1933 several beds were made available in a 
penthouse corridor between two elevators. Cu- 
bicles were constructed; portable antiseptic ba- 
sins were used; a routine of care was formulated. 


In 1937 a new section was constructed on the 
roof of the north wing. Two motor ventilators 





were shifted up to steel cabins on the roof, and 
were replaced by small utility and office rooms. 
Almost all service was made portable, including 
food, therapy, sanitary, laundry, x-ray, and rec- 
ords, except the use of a large standard washbow] 
with a knee control. This sink, and the smaller 
bowl used in rooms, possess many advantages over 
the antiseptic basins for use in a permanent unit. 
A medical library, x-ray file, fluoroscope, and 
other necessities were placed in various unused 
corners. The chief disadvantage was lack of 
transit space in the corridor. A waiting list was 
usually present, tuberculous patients were often 
isolated on other services because of lack of room, 
and the average census for the year was within 
4/100 patient of capacity. 


Construction has, therefore, been started on a 
south ward which will house twenty-four pa- 
tients, a medical office, and a storage room. The 
corridor is to be cleared and used for transit, 
except for a curtained lane along one wall which 
will be used for mobile storage (carts, chairs, 
laundry hampers, etc.). The new section will 
have few windows, but will have concealed fluor- 
escent lighting. The entire penthouse is to be 
air conditioned. 


The progress from a small to a large unit has 
been interesting. It has been managed according 
to the principles which have been described. We 
still expect to find and test new possibilities for 
making space more efficient. 


ie 





Portrait of Asa S. Bacon Unveiled at Presbyterian Hospital 


A portrait of Asa S. Bacon, superintendent 
emeritus of the Presbyterian Hospital, was un- 
veiled and was presented to the hospital as a gift 
by the board of managers and the medical staff. 
The presentation was made by John McKinlay, 
president of the board, and the portrait was ac- 
cepted by J. Dewey Lutes, who succeeded Mr. 
Bacon as superintendent. The portrait, which 
was hung in the private pavilion reception room, 
was a tribute to the forty years’ service given to 
the hospital by Mr. Bacon and is a reminder of 
the ideals around which this service centered. 


In presenting the portrait, Mr. McKinlay said, 
in part: 
“That this was one time where appreciation 


is being expressed during a man’s lifetime and 
while he is active and in good health. 


“I do not need to tell this company very 
much about Mr. Bacon or how warm a spot 
in our hearts he has occupied for years. From 
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the day in 1900 when he was engaged by Dr. 
Pearson (president of the board) ‘to do what- 
ever he was told’ until the first of this year, 
when he retired from active duty as superin- 
tendent, he worked himself up from an un- 
known young man to a national figure in the 
hospital field, respected not only for his abil- 
ity but, what is more important, his char- 
acter.” 


An interesting feature of the ceremonies was 
the presentation to Mr. Bacon by the hospital em- 
ployees of a “Memory Book.” The development 
of the hospital’s departments during his forty 
years’ service in the hospital is illustrated by orig- 
inal color drawings and numerous photographs. 
The book was designed and the drawings made by 
Mr. and Mrs. Fred Kitzing, well-known commer- 
cial artists. Mr. Kitzing worked his way through 
the Chicago Art Institute.a number of years ago 
by working first as a bellboy and later as a night 
elevator operator in the hospital. 
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Importance of General Equipment and Personnel 
in a Hospital Safety Program 


GEORGE H. BUCK 


N RECENT years, the subject of safety in hos- 
pitals in all its aspects pertaining both to 

employees and patients has rightfully been re- 
ceiving an increasing amount of attention from 
all hospital administrators. In ever growing num- 
bers hospitals are adopting organized accident 
prevention programs and conducting safety cam- 
paigns for the benefit of their employees. The 
excellent results obtained from the employment of 
a carefully planned and executed safety program 
for the purpose of reducing compensation insur- 
ance costs demonstrate quite clearly the need and 
advisability of concerted study and planning on 
the part of hospital administrators in the forma- 
tion of an. organized safety program directed to- 
ward protection of our patients. 


Increased Responsibility to Protect Patients 
from Injury 


The responsibility of hospitals for protecting 
their patients against accidental injury during the 
course of hospitalization is steadily increasing. 
The hospital of today is quite different from what 
it was 25 years ago. The routine, the equipment, 
and the management have all changed. Along 
with these internal changes have come correspond- 
ing changes in the attitude of the general public 
toward the hospital. It is these changes that have 
created the safety problems that we face today. 
If a patient in a hospital 25 years ago was injured 
by falling out of bed, if a bad burn was caused 
through the improper application of a hot water 
bottle, or an apparently unexplainable postoper- 
ative infection set in, the hospital was not sued. 
Such accidents seemed to be the natural hazards 
of going to a hospital. The hospital was a place 
apart from every day life and enjoyed immunity 
from law suits and trials. Today the general 
public is accident conscious. Patients are now 
beginning to expect payment if they are injured 
in the hospital. 


The protection once afforded by the courts is 
rapidly fading out of existence. Hospitals, there- 
fore, must begin to think of protecting themselves. 
The most effective protection against disease is 
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prevention. Similarly, a hospital’s best protection 
against damage suits is prevention of accidents. 


The mercenary angle, however, is not the pri- 
mary reason, for our desire to reduce the toll of 
accidents. The theme of hospital standardization 
is “the proper care of the sick and injured.” The 
attaining of this objective demands compliance 
with the basic rules of safety and the removal of 
every possible hazard’ surrounding the patient. 


First Step in Accident Prevention 


It seems to me that the first step in solving the 
problem of accident prevention is the birth of the 
realization of existing conditions. Since accidents 
have occurred repeatedly in the past, too many of 
us are prone to accept them as inevitable or min- 
imize their importance simply because they are 
common. A recent article depicting the casualties 
of war-torn London disclosed the incredible fact 
that, though more severe, the total number of 
casualties listed during a given period after the 
war started did not greatly exceed the average 
number of peacetime casualties during a similar 
period before the war. The reason given for this 
astounding fact was that the number of acci- 
dents resulting from automobile traffic and other 
safe and sane peacetime pursuits, which had to 
be eliminated because of the national emergency, 
almost equaled the number of war casualties. 
Those peacetime accidents were given little at- 
tention by the vast majority. By focusing the pub- 
lic attention upon them, the war made a similar 
number of accidents appear in their true tragic 
light. Accidents are happening in the hospitals 
of this country every day of the year. Let us stop 
accepting them. Let us voluntarily focus our joint 
attention upon them and take the steps necessary 
to bring them to a halt. 


Once the seriousness of the situation has been 
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fully realized and we have determined to re- 
move this unnecessary negligence from our in- 
stitutions, the next step confronting us is to de- 
termine a method of procedure for solving the 
problem. 


Program of Accident Prevention Should Be 
Carefully Planned 


The experience of hospitals that have given 
time and effort to accident prevention indicated 
that best results can be obtained only by the 
adoption of a carefully planned program and the 
placing of responsibility for the execution of this 
program in the hands of one responsible person. 
In small hospitals that person would have to be 
the superintendent, while in large institutions 
the responsibility can be delegated to an assistant 
superintendent or to one of the department heads, 
for example, the chief engineer. To assist the 
“safety engineer,” whoever he or she may be, 
there should be created a safety committee to be 
composed of department heads and possibly one 
or two representatives from among the employees. 
With this organization as a nucleus, and with 
each individual member conscientiously carrying 
out his own responsibility, any form of safety 
program can be successfully carried on. 


The approach to the specific problems of acci- 
dent prevention which I wish to discuss is from 
the standpoint of general equipment and pro- 
cedures. The scope of this field is so broad that 
any attempt to cover it fully in one discussion 
would be impossible. It is to be understood, there- 
fore, that the subjects presented are merely ex- 
amples and are not to be construed as represent- 
ing a complete or adequate program. 


Protection from Fire Hazards 


The primary responsibilities imposed upon and 
assumed by a hospital are followed, naturally and 
inevitably, by secondary responsibilities and 
duties. Among the latter is the protection of the 
lives of patients from the hazards and dangers of 
fire, which are ever present in any structure used 
for human habitation. In no place is a sound, con- 
structive fire prevention program more important 
than in a hospital. That is true in. normal times of 
peace; in abnormal times, such as the present, 
all the usual precautions are as important as 
ever, and, in addition, the not too remote prospect 
of attack by incendiary and high explosive bombs 
upon civilian and base hospitals makes new spe- 
cial precautions necessary. An adequate fire pro- 
tection program calls for an initial inventory and 
constant rechecking by the safety committee of 
our physical assets of fire prevention. All exits 
should be clear, fire escapes kept safe and unob- 
structed, basements and storerooms cluttered with 
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debris and discarded equipment should be cleaned, 
fire hose should be examined and tried at least 
once a year, fire extinguishers should be examined 
regularly, the soda-acid type recharged once each 
year and tagged with the date of last charging, 
fire doors should be kept in working order. From 
the standpoint of training personnel the adminis- 
tration of a fire prevention program calls for fire 
drills of safety corps, duties of which are removal 
of patient to a place of safety, drills of a fire bri- 
gade, duties of which are the extinguishment of 
fire, drills of the nursing department personnel 
in the rapid closing of doors and windows and 
other emergency procedures. 


The success of such a program, however, is 
entirely dependent upon supervision from top 
down through the ranks of the hospital personnel. 
It is not enough to install mechanical devices, such 
as fire extinguishers or automatic sprinklers or 
door closers. All such mechanical devices must be 
regularly serviced and checked, personnel must 
be disciplined and drilled in their use, and all of 
this must be done under the supervision. of a re- 
sponsible executive of the institution. 


Accident Hazards from the Use of Electricity 


Another broad classification of hazards to 
which patients are exposed, and which are closely 
related to the fire menace, are those resulting 
from the use of electricity. The electrical require- 
ments of a hospital are complex, embodying the 
electrical equipment of the home, factory, and 
,zaboratory. Those who maintain the electrical 
wires, machines, and apparatus in a hospital have 
an important and responsible job. 


In general, if wire and equipment are installed 
properly in compliance wtih the National Electri- 
cal Code and are maintained in that condition 
they will be safe. All electrical maintenance men 
should have a copy of the most recent edition of 
this code, and in addition, inspection should be 
requested of the local inspection authority on all 
major installations. 


One of the most important general precautions 
is the use of proper fuses. Without suitable cir- 
cuit protection, the electrical system cannot be 
considered safe. Fuse sizes should be determined 
by the current-carrying capacity of the wires. 
Occasional surveys should be made of all fuses 
to check against the possibility of overfusing and 
tampering. 


Another general precaution is to avoid the use 
of temporary extensions for permanent wiring. 
Wires tacked to the walls or hung on nails are 
dangerous. If an electrical circuit is needed for 
any length of time, a permanent installation 
should be made. 
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There are, of course, many legitimate uses for 
extension cords. Care should be taken, however, 
to guard against the use of any electrical cords 
except those approved by the Underwriter’s Lab- 
oratories. Approved cords can. be identified by 
the label of the laboratories wrapped on each 
length of cord. 


One of the most common ways in which patients 
may come in direct contact with the improper use 
of electrical equipment is in the use of electric 
heating pads. Only those approved by the Un- 
derwriter’s Laboratories should be used. The 
proper cords for heating appliances are those that 
have heat protection for the wires in the form 
of an asbestos wrap. Care should be taken, how- 
ever, to avoid the use of heater cords in damp 
locations because the asbestos will absorb water 
and create a shock hazard. 


Safeguarding Against Defective Electrical 
Equipment 


To safeguard against defective equipment that 
may be brought in by visitors, it is necessary to 
instruct nurses to watch for worn-out cords and 
other defects. In addition, the condition of the 
standard equipment in a patient’s rooms should 
be examined by a competent person each time the 
room is vacant. 


Accidents from Falls 


If importance were measured in terms of fre- 
quency, falling would head the list in the causes 
of accidents to patients. A report in 1937 Trans- 
actions of the American Hospital Association 
stated that 62 per cent of all hospital accidents 
is due to falls from beds. Besides this, there 
are the falls resulting from slipping on the floor. 
The situation. has not improved appreciably since 
that time. 


An analysis of the causes of falls from slipping 
on the floor discloses that besides the physical 
condition of the floors there are a number of per- 
sonal factors: lack of attention, physiological 
causes and, frequently, absorbtion in fears and 
anxieties surrounding the situation which brought 
the patient to the hospital, and eagerness to test 
his strength before he is ready. To avoid these 
accidents, first, the basic requirement of safe 
walk-way surfaces must be provided. Floor sur- 
faces should be treated in such a manner as to 
make them non-skid. Materials for such treatment 
are now available. Worn stair treads and nos- 
ings should be repaired or replaced and kept in 
proper condition. Hand rails should be pro- 
vided for all stairs and, especially in poorly light- 
ed areas, the bottom step of stair flights should 
be plainly marked, such as, by painting it a light 
color. All personnel, nursing as well as house- 
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keeping, should be educated to be constantly on 
the alert for slip hazards, such as, spilled liquid 
and flower petals, and impressed with the vital 
importance of the immediate removal of these 
dangers. Besides these precautions for elimina- 
tion of the physical causes of falls many acci- 
dents to patients might be prevented if nurses 
would impress upon them the fact that they 
should not attempt to walk when they are alone 
or not physically ready. 


Of the falls from beds, approximately 60 per 
cent are due to attempts by patients to leave their 
beds, because of some delay in the attention they 
require. This type of accident is often caused 
by the patient’s forgetting that his hospital bed is 
much higher than his bed at home or that he is 
too weak to bear his weight, and could usually be 
avoided by providing more adequate attention. 
Such incidents should be anticipated by the nurs- 
ing staff and insured against by advance warning 
to the patient. Another frequent cause is that 
of reaching for bedside objects, where, again, 
warnings and competent service would be a tell- 
ing aid in prevention. 


To protect the paitent who falls from bed while 
unconscious, mechanical safeguards should be 
available. The standard makes of both side rails 
and restraints are practical and safe for ninety- 
nine per cent of all cases. About the only time 
they fail is when they are not used in time. Hav- 
ing an adequate supply readily available and the 
nursing staff thoroughly instructed as to the time 
and manner of their use is the essential thing. 


But, even with every mechanical device, acci- 
dents resulting from falls will continue to occur 
unless the administrator and the department 
heads under him are constantly alert and every 
employee is embued with the spirit that his or her 
personal attention is essential to the protection 
of the patient. 

Burns t 

No list of causes of accidents to patients would 
be complete without the classic “burn from a hot 
water bottle.” This item certainly exemplifies 
our apparent inability to learn just from experi- 
ence. Anyone working with patients should know 
that temperature in excess of 120 degrees is 
unsafe. The ideal range is from 110 to 115 de- 
grees, but when hotter water is available at the 
faucet accidents will occur. The answer to this 
problem is control in the boiler room. Keep the 
temperature of the water in the pipes below the 
danger point and then it will take too much extra 
work to burn a patient. 


Chest straps on stretchers and anti-tip legs on 
wheel chairs are too frequently considered unnec- 
essary and a nuisance. If the patient’s safety is 
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to be paramount, however, we must learn that no 
device can be too trivial and no procedure too 
time consuming to be given a trial and put in to 
constant use if proven to be effective. 


The need of another type of safety precaution 
which confronts the hospitals of today is that of 
protection against the danger of aerial bombard- 
ment. No safety program would be complete 
without a survey by competent persons of the 
means of providing the utmost in structural 
safety and the creating of that extra margin. of 
saféty when and wherever possible. 


The Personal Equation 


Although no safety program is complete with- 
out the furnishing of every possible mechanical 
safeguard, the quality of safety which a hospital 
possesses is determined in the last analysis by 
the human equation. The personnel of a safe hos- 
pital is of more importance to the patient than 
the safety devices and precautions mentioned 
previously. The architecture and equipment of a 
hospital, no matter how modern and complete, in 
no way guarantees the patient’s safety. On the 
shoulders of the administrator and personnel, 
down to the last employee, rests the personal re- 
sponsibility for the safety of the patient. The 
shirking of this responsibility by any one person 
in the organization will be reflected in the safety 
record of the hospital regardless of the extent of 
the physical means of protection provided. 


Elements of danger to the patient controlled 
only by the conscientious endeavor of the per- 
sonnel have already been described. There are 
innumerable others. Accidents resulting from 
inadequate preoperative histories and from the 
administration of improper medication are not 
uncommon. In the latter case some physical safe- 
guards can be provided in the form of locked and 
adequately lighted medicine cabinets and plainly 
labeled bottles, but for the most part accidents of 
this kind can. be eliminated only by training, su- 
pervision, and constant alertness on the part of 
the individual to the importance of his task. 


Safety Consciousness 


The final answer to the problem of providing 
a safe hospital is the development of a safety con- 


the proper solutions. 


sciousness in every member of the personnel. To 
accomplish this, the first step should be the adop- 
tion of a definite policy concerning the accident 
problem. The policy should be that no one is 
shielded, but the patient. Any policy that excuses 
mistakes is fatal to safety. Whether it is the sur- 
geon who fails to remove a sponge from an abdo- 
men, a nurse who administers the wrong medi- 
cation, or a maid or porter who fails to remedy a 
hazardous floor condition, public trust demands 
an open, fair, and firm investigation, and it is 
the administrator’s undeniable responsibility to 
make it. 


With the adoption of this policy the entire per- 
sonnel body should be made to realize and 
thoroughly understand the following funda- 
mentals of safety: one, that violation of safety 
practices will be considered at least as serious as 
violations of other policies, such as honesty, 
courtesy, and efficiency; two, that each employee 
has a definite responsibility for the safety of 
patients; three, that accidents are caused by lack 
of forethought and, consequently, can be pre- 
vented in most cases, and by forethought on the 
part of the employees themselves; four, that 
mechanical safeguards for the protection of pa- 
tients must be kept in place and used whenever 
necessary ; five, that all accidents no matter how 
slight must be reported promptly; six, that safety 
is largely an attitude of the mind. If one culti- 
vates the habit of thinking along safety lines it 
becomes automatic to do a thing the safe way 
and when things are done safely accidents do 
not occur. 


The great importance of the problem of safety 
has been recognized by many hospital executives 
who have individually rendered valuable service 
to this caise by publicising their efforts and ac- 
complishments in their own institutions. Na- 
tional recognition of the problem will give im- 
petus to the entire hospital field in working out 
A National Safety Com- 
mittee would provide the means of keeping the 
subject constantly before the attention of all 
hospital administrators and would serve as a 
focal point for the investigation of technical 
problems and the dissemination of merit-proven 
information on methods of accident prevention. 
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Hillside Hospital Dedicated 


The new plant of the Hillside Hospital, New 
York City, a nonprofit institution for the care of 
incipient curable mental cases, consisting of four 
buildings erected at a cost of $600,000 on a tract 
of fifty acres in Queens, was dedicated on Octo- 
ber 19. 
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Two benefactors, Henry Kaufmann and Lucius 
Littauer, provided the funds for the erection of 
two of these units—the Henry Kaufmann Hall 
and the Eugene Littauer Hall. 

The new units will accommodate eighty pa- 
tients. 
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Business and Blue Cross Plans 


PHILIP C. STAPLES 


Y purpose is to discuss the Blue Cross 
M Plan from the viewpoint of “business”— 

from the angle of the employer, and the 
employee. I could, after a fashion, discuss it from 
the viewpoint of the hospital, as I am a member, 
though not a very faithful one, of the board of 
managers of such an institution. I could discuss 
it rather better as a beneficiary of Blue Cross, 
having twice enjoyed its benefits, once in illness 
and once in accident. But my object is to offer a 
few opinions not as a member of the Board of 
the Associated Hospital Service of Philadelphia, 
but as a layman who is placed in a rather sizeable 
public service organization and whose regular 
order of business it is to know the interests and 
needs of the several thousand men and women. 
with whom he works. In short, I shall try to tell 
you what business—or at least one business— 
thinks about Blue Cross, looking through the 
eyes of a working organization. 


Let us see, first, the kind of people these tele- 
phone employees are whose experiences support 
my point of view, who they are, where and how 
they live and work. 


The two companies — both telephone — with 
which I am connected operate throughout two 
states. They employ about 20,000 people. These 
employees are, of course, scattered throughout 
Pennsylvania and Delaware. About 17,500 work 
in localities in which Blue Cross service is closely 
or not too remotely available as provided by seven 


hospitalization plans. 


Of these 17,500 employees, eligibles, so to 
speak, 6600 are men and 11,000 are women; 
working where Blue Cross is available to them. 
The men have stable employment, good pay, com- 
fortable working conditions, and, by and large, 
are serious middle class people like the majority 
of us, having had high school educations or better 
and now raising their own families, many send- 
ing their boys and girls along into the telephone 
business. The women of the organization enjoy 
comparable employment advantages. The large 
majority are switchboard operators; and they, 
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like their clerical sisters in the organization, fall 
pretty largely within the ages of 18 to 30. I do 
not suppose they should be described as young 
women who are generally making telephone work 
their life’s vocation. Coming from modest homes, 
they are seeking to give their parents a lift, save 
a little money, and eventually take on the tradi- 
tional destiny of womanhood. 


These men and women are spread all over the 
map, from metropolitan cities like Philadelphia 
and Pittsburgh to towns not big enough to sport 
a railroad station. I suppose the average service 
life of a man in the organization is 15 years. The 
average service life of a woman is considerably 
better than 5 years, although, of course, a very 
large number of youngsters have come into the 
organization during the present big push. 


Our Interest in Security for Our Employees 


In our outfit we think, and have thought for a 
long time, that “security” is just about the 
biggest word in the lexicon of working people’s 
thinking. And, going back as far as 1913, we 
have been making available to our men and 
women certain things which contribute to that 
desired security. 


We have a non-contributory pension plan, sick- 
ness and death benefits, a salary-deduction life 
insurance plan, a salary-deduction plan for peri- 
odic deposits in savings banks of the employees’ 
choosing, a salary-deduction U. S. Savings Bond 
purchase plan, and have been able from time to 
time to put other advantageous opportunities in 
the paths of our people. 


Advance Planning for Security 


These provisions may impress you individually 
in different ways. But they will readily suggest 
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to you all the fact—perfectly apparent to us in 
the telephone business—that an impulse and con- 
tinuously increasing trend towards forehanded- 
ness or advance planning has gathered headway 
among telephone men and women. We know, 
because we hear it continuously, that they con- 
sciously pause periodically to tally up their ac- 
cruals of benefits under these various arrange- 
ments. We observe that these accruals afford 
them the greatest satisfaction. All of which is as 
natural, if not more so, to men. and women in 
modest economic positions as it is to those who 
have more to go on. I suppose we have our fair 
share of those who live only unto the day and 
give precious little thought to the morrow; but I 
affirm that these arrangements I have described, 
sustained over a long period of time, have bred a 
very great interest in personal financial prepared- 
ness; and I also affirm that the average man. or 
woman who has made a start in that direction 
and has seen the benefits mount up could not fail 
to be eager—as our people patently were in 1938 
—for a chance by modest contributions to lay the 
ghost of unavoidable hospital expense which 
seems to confront all of us sooner or later; eager 
to be in position to say to the rest of the family: 
“Well, there is another thing we do not have to 
worry about.” 


Our Interest in the Blue Cross Plans 


When the Blue Cross Plans were set up in our 
balliwicks three years ago we brought them to 
the attention of the organization—the rates, 
benefits, salary-deduction features and all of the 
other details. If there were questions on the plan. 
literature made available to the organization, we 
secured the answers. We put on no pointed urge 
or drive. It was pretty much up to John and 
Mary to do as they saw fit, when they saw fit. 


Our Employee Participation in the Blue Cross Plan 


By the middle of last month, when I last saw 
the figures, 47 per cent of our 17,500 eligible 
employees had subscribed to one or another of the 
plans. Of the 6600 eligible men, 51 per cent had 
joined; of the 11,000 eligible women, 44 per cent 
had joined. Personally I think this 44 per cent 
figure for the women is more notable than the 
men’s figure of 51 per cent, in light of the fact 
that our women are generally not the heads of 
families and might conceivably not be inclined 
to plan ahead to anything approaching the extent 
to which the men do. 


Of our Blue Cross subscriptions, 3500 are fam- 
ily contracts and 4700 are individual contracts. 
In the salary group from $1500 a year down, 
there are 3825 subscribers; in the group from 
$1500 to $2500 a year there are 1752; in the 
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group from $2500 to $3500 there are 1893; over 
$3500 a year there are 744. 


Pay Roll Deduction an All-Important Factor 


The number of subscribers among our people 
is not static. Between January 1 of this year and 
late summer there were 800 new applicants. The 
total continues to roll up. Once the plan gets a 
start in an organization, it sells itself. The pass- 
ing of word-of-mouth endorsement among the 
people of the group does the trick. And, cer- 
tainly, | could not over-emphasize the fact that 
payroll deduction of premiums is an all-important 
factor of influence. 


An Analysis to the Money Benefits ) 


The employees appear to give little thought to 
the precise mathematical relation of the sum- 
total money benefits, enjoyed as a result of the 
payment of their collective subscriptions, as com- 
pared with the expense of carrying those sub- 
scriptions. I suppose that each individual looks 
upon his or her own annual payment as insur- 
ance, and prays that he or she may never come to 
the point of cashing in on it. As a matter of 
fact, we of the Bell organization in Pennsylvania 
and Delaware paid in premiums $150,800 in the 
year and six months ending June 30, 1941, and 
received benefits totalling $88,300. The total 
number of hospital days of care was 13,380, in a 
total of 1570 cases. 


Based on a spot check, benefits were sufficient 
to cover the entire hospital expense in 92 per cent 
of the hospital cases of our subscribing employees 
or members of their families. In the great ma- 
jority of cases where employees paid amounts— 
generally small—over and above the amount 
allowed under the plan, 25 per cent of this over- 
age went for hospital room accommodations other 
than those fixed by the plan, and 75 per cent went 
for extra days of hospitalization, special drugs, 
and other items not covered under the plan. 


At the time of our last tally, less than one per 
cent of those who joined up had, at least while 
they were in our service, abandoned it. 


Our experience, by the way, during this six- 
months period for which we have the most com- 
plete records, indicates that the percentage rela- 
tion of monetary benefits enjoyed to subscription 
money or premiums paid in varies sharply as 
between certain sections of Pennsylvania and 
Delaware. The figures run in this fashion: 
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Why this is so, I do not know, nor have I heard 
any convincing explanation attempted, unless it 
be that as the percentage of subscribers in a 
group of employees increases, the percentage of 
hospitalization incidence decreases, which would 
seem to make sense. 


Broadening out the Pennsylvania and Delaware 
figures a bit, and producing a few for the Bell 
System nationwide, we find that upward of 
77,000 Bell employees throughout the country are 
subscribing, under something like fifty plans, and 
that a total of perhaps a hundred and seventy 
thousand employees and members of their fam- 
ilies are covered. That is quite an impressive 
figure, as evidencing Bell System appetite for the 
Blue Cross Plan, in face of the fact that there 
are still a good many states where the Blue Cross 
has not yet caught on, as well as vast areas in 
many others where the geography is such that the 
nearest city or district possessed of a plan is too 
far away to be of ready value. 


Where the Employee Benefits 


In the course of administering our Sickness 
Benefit Plan in the Bell Companies in Pennsyl- 
vania and Delaware, which, as I have said, is a 
non-contributory plan, we quite naturally, in re- 
cording sickness absences, become familiar with 
the circumstances surrounding them. The secre- 
tary of our Benefit Committee tells me that before 
Blue Cross came into existence, 30 per cent of our 
people who were compelled to undergo hospital- 
ization went into the wards, and that perhaps 
half of these sought and received free or dis- 
counted ward treatment. He believes that today 
not 15 per cent go into the wards; further, that 
comparatively few who previously would have 
taken semi-private rooms now take private rooms, 
adding that, so far as his observations prompt 
an. opinion, almost all of those who take private 
rooms under Blue Cross would have done so 
anyhow. 


He also bears particular testimony to the fact 
that the very high percentage of those who come 
out of semi-private-room hospitalization under 
Blue Cross with practically nothing owing— 
maybe only a charge for a telephone call or 
something equally inconsequential — have only 
cheers for the plan. And he says this, which I 
think has its significance, that the legendary 
gripes about this or that element of hospital at- 
tention seem to diminish rather than increase as 
people pay rather than ride free. Which is not 
surprising. 


In considering. all this last, one can not avoid 
the feeling that the medicos and surgicos must 
be faring better in respect to the little matter of 
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their own. charges while an increasing number of 
their hospitalized patients no longer have to ask 
for postponement of payment while the load of 
the hospital bill is being digested. 


“Hospitalizing in Time Saves Hospital Time” 


To inquiry I have made as to whether our Blue 
Cross subscribing employees tackle their hospital- 
izations more readily than they once did, I can 
get no completely convincing reply. Those close 
to the situation say that in their opinion there is 
no doubt of it, but they submit no proof of a 
sort which is mighty difficult to turn up. But I 
accept their judgment, and on it I base my own 
further judgment that hospitalizing in time saves 
hospital time; in short, that periods of treatment 
diminish as patients sensibly and quickly turn to 
hospitalization and do not add to their physical 
complications by postponing on economic grounds 
the evil day which the family doctor would pru- 
dently precipitate. 


Summation 


To sum up this entirely inadequate discussion 
of a matter which I hold to be of the greatest 
importance, I emphasize these considerations: 


Every business is—or, if it is not, it should be 
—as concerned with the security of its people as 
are the people themselves. Management expects 
much of the men and women carrying on from 
organization top to bottom. If it presumes to 
measure and weigh collective and individual 
efficiencies it should not be so short-sighted as 
not to measure and weigh those things which 
contribute to that efficiency. The latter are many. 
This is neither the time nor place to discuss or 
even enumerate them. But certainly, among those 
contributors is peace of mind of employees, relief 
from fears of the consequences of hard luck, inso- 
far as such relief can be rationally afforded. 
There is hardly one of us who is prepared for all 
the hazards of the future. But the majority of 
us keep on trying to prepare. 


Certainly, no one can do his allotted job effec- 
tively if he is harassed by unbearable burdens or 
their prospect. To many of you the prospect of 
a hospital siege is not particularly alarming, be- 
cause you know the ropes and you have the bank 
balances which can stand the tote. But to the 
little fellow, it is a rather different prospect. He 
approaches it with more than one misgiving, not 
the least of which is the cost involved in his seek- 
ing something better than ward care. And when 
the job is done, it means mighty much to the 
man’s or woman’s workaday performance—that 
old familiar “efficiency” once again—if he or she 
can jump back into harness with the satisfaction 





51 












that Blue Cross has been to the hospital office 
and has tended to that little matter which would 
have been a big one and perhaps a knocker-out 
had there been no hospitalization plan. 


Yes, to my mind it fits perfectly into a pattern 
which sensible people should try everlastingly to 
shape for themselves, and employers should 
strongly encourage, as long as security means 
what I know it to mean to all, whether or no they 
be prudent planners and performers, regardless 
of the place of a man or woman in the so-called 
economic scale. 


And, to my mind, Blue Cross is, from the angle 
of business organization, a very great contributor 
to the efficiency of collective and individual per- 
formances by which business men lay so much 
store, whether they be discussing objective effi- 
ciency or getting down to the plain bed-rock of 
personal interest in the well-being of the hun- 
dreds or thousands of men and women who team 
up together to make an organization click. 


The two companies I speak for are admittedly 
very small in the general scale of things. But I 
am not alone in feeling as I do. Were you in the 
office of Mr. van Steenwyk, executive director of 
Philadelphia Blue Cross, he could, I know, pro- 
duce written evidence that my convictions are 
shared by Clement of Pennsylvania Railroad, Car- 
penter of du Pont, Brinley of Baldwin. Locomo- 
tive, Russel of Stetson, Stevenson of Penn Mutual 
Life, McCabe of Scott Paper, and many another 
man who is in position to testify. 


These are men who, regardless of their other 
organization interests, are continuously concerned 
with the efficiency of manpower and womanpower 
in all reaches of the personnel. To them the fac- 
tors which contribute to that efficiency are com- 
pletely familiar. Among these factors they rec- 
ognize—as I have tried to tell you I do—the 
literally enormous and contributing effect on 
workaday men and women of maximum freedom 
from concern as to the dollars-and-cents conse- 
quences of the ever present possibility of hard 
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luck, as affecting earning power or as affecting 
existing or prospective savings. 


You represent, I believe, something like three 
and a half billions of dollars invested in the six 
thousand hospitals in the United States. Over 
nine-tenths of this investment has been made pos- 
sible by the general public through benefactions 
or taxes. You are dedicated to a public service, 
in essence publicly provided. The public looks to 
you to administer your trusts in the public in- 
terest, with sympathy, vision, and prudence. 


You are, I perfectly well appreciate, harassed 
by problems of budget, particularly in these 
wretched days of shortened beneficences. You 
are compelled, in light of the necessity for fur- 
nishing much free service, to see to it that those 
who can pay shall do so to the full limit of their 
ability, with perhaps certain justifiable plusage 
at the top of the scale. I am aware that there are 
a few institutions where it is believed that Blue 
Cross has not yet entirely solved the question of 
the proper, practical relationship of services and 
charges. 


All that is too deep for me,—except to prompt 
the expression of suspicion that it would be a 
limping vehicle if at all times, in all cases, now 
and henceforth, everybody believed it to be so 
perfect as to call for no change .or improvement 
as experience suggested the way. 


But, regardless of any such contention, be as- 
sured that the man on the street, the workman, 
the workwoman, the man in business organiza- 
tion, the man whose job it is to search out the 
prime interests and needs of those who work with 
him—all of these are strong, very strong, for the 
Blue Cross Plan. 


I do not presume to put words into their 
mouths, but I assure you of my conviction that 
were they here en. masse they would give you im- 
pressive evidence of their hope that you will con- 
tinue to make your enormous contribution to- 
wards the effectiveness and satisfaction of its 
operation. 
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lowa Hospital Association Institute 


The Institute for Hospital Personnel, spon- 
sored by the Iowa Hospital Association, will be 
held at the State University of Iowa Hospitals, 
Iowa City, November 5-6. 


The program of the Institute will include lec- 
tures on such pertinent subjects as “The Hos- 
pital and the Law,” “Isolation Technique,” “Anes- 
thesia Explosion Hazards,” “Present Status of 
Affairs in the Supply Field,” “Public Relations 
Program of a Hospital,” “Foods,” “Personnel 
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Records, Timekeeping, and Payroll” and “Sani- 
tary Features of Plumbing Equipment.” In ad- 
dition to the lectures, there will be a series of 
round tables and field studies in the hospitals of 
the University of Iowa. 


Morgan J. Rhees, MD. 

Dr. Morgan J. Rhees, director of the Joseph H. 
Pratt Diagnostic Hospital, Boston, Massachusetts, 
and an active personal member of the American 
Hospital Association since 1930, died on Au- 
gust 25. 
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Food Waste 


HELEN C. BURNS 


cost of a dietary department. It is one of the 

dietitian’s duties to see that this money is used 
wisely. Only by constant checking and supervi- 
sion can this be accomplished. 


Fes waste is a most important factor in the 


Results of Constant Checking 


A hospital is probably hesitant to take on an 
additional task because of the work involved. Once 
a waste checking routine is established it really 
takes very little time. The majority of institu- 
tions separate the waste before disposing of it. 
For a check like this it is well to separate the 
edible waste from the inedible. The edible in- 
cludes remnants of food which normally would be 
consumed, but which have been left on plate, tray, 
or often dumped into garbage cans. The inedible 
includes all items which a person would not be ex- 
pected to eat, such as bones, vegetable and fruit 
peelings, egg shells and the like. Many institu- 
tions keep the liquids out. I believe that if there 
is a surplus of milk or cream soup thrown out this 
should be noted. The waste may be separated at 
the source or at a central garbage house. Wher- 
ever this is done it should be thoroughly exam- 
ined by the responsible person. If it is practical 
to check each ward kitchen and dining room sep- 
arately, a more accurate account can be made of 
the source. 


The check must be made constantly to be effec- 
tive. This cannot be stressed too much. Once 
your people get interested in it there will be no 
trouble doing it. The results will vary in insti- 
tutions, depending on the type of person fed, the 
service, the set-up, and many other factors. How- 
ever, we might again go to the survey of Miss Gil- 
lam’s and find what results were given there. 
Twenty-seven hospitals reported figures on waste. 
The average per capita, per meal, was 3.16 ounces 
for private patients, 2.52 for ward patients, and 
3.20 for personnel. Doctor MacEachern, in “Hos- 
pital Organization and Management,” states that 
waste will average between 10 and 12 ounces per 
capita per day. 


Weighing waste is one effective method of 
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checking. The result is put down in black and 
white, thus giving the dietitian something definite 
on which to work. It makes the employees more 
waste conscious and also cost conscious if the 
waste is interpreted in dollars and cents. 


In the hospital survey conducted by Miss Gillam 
under the auspices of the American Dietetic Asso- 
ciation it is noted that only sixty out of the three 
hundred and eighty-five hospitals which reported, 
weigh waste. One wonders the reason for this, 
since the few reports which have been made show 
a decided decrease when it is part of their daily 
routine. Montefiore Hospital in New York City 
reports that the per capita food waste was re- 
duced from 12 ounces to 3.5 ounces in four years. 


The Source of Food Waste 


The question arises as to the source of waste. 
The menu, since it is the basis of all food prep- 
aration, should first be considered. The dietitian 
must know approximately how much money she 
has to spend and make her menu up accordingly. 
In order to keep the waste down the food habits 
and likes and dislikes of the patients and person- 
nel have to be considered. She may feel that a 
certain food should be included because of its nu- 
tritive value, yet if it is not eaten there is a de- 
cided food waste as well as a lowering of the nu- 
tritional value of that meal. 


Purchasing for Price Alone 


It has been proven many times in the purchas- 
ing department that it is not always economical to 
purchase for price alone. Quality must be consid- 
ered. Well-written specifications are of no use 
unless they are adhered to closely. Quality and 
weight must be carefully checked. The top or out- 
side appearance does not always give us the true 
picture of quality. A head of cauliflower may 
have a fine green outside covering, but the dietitian 
is more interested in the number of servings that 
are underneath. Scales are a very important piece 
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of equipment both in this unit and in others. If 
the bill calls for 175 pounds of chicken, then the 
scale in the receiving room must register 175 
pounds. A crate of eggs may contain thirty dozen, 
but does the weight come up to that which you 
have specified? 


What of the can goods? Does each can contain 
the number of servings which will be most eco- 
nomical for you to use in the dish to be served? 


Examples of Waste 


From the receiving unit the food travels to the 
preparation unit. Here the garbage can must be 
watched closely. Mechanical peelers are now used 
so that a four-inch potato no longer emerges from 
under the knife as a two-inch finished product. 
There is still the “eye” to be dealt with, many 
times with a slight turn of the wrist and the point 
of the knife, this can be removed. Too many of 
our people prefer to slash it out taking with it much 
of the potato. What happens to the melons after 
they are used for melon ball salad? There re- 
mains much of this which could be cut up for a 
fruit cup. These are only two examples of the 
great waste we may have in preparation. In the 
butcher shop the ends of meat should be saved for 
grinding or in some cases for stew. The bones 
should go to the stock pot; the fat may be used or 
sold, depending on the institution. 


The Kitchen 


What happens in the kitchen? A well-organized 
kitchen has standard recipes and standardized 
servings. If the dietitian knows the exact number 
to be fed, she can do her ordering so there will be 
no leftovers. But not many hospitals have a stable 
census. Last minute changes come in and the 
kitchen must be ready for them. The surplus food 
should be worked into the menu immediately or 
stored in proper refrigerators, otherwise, it usu- 
ally ends up in the garbage can. This affects the 
cost. While walking around the kitchen or bake 
shop, look into the mixing bowls which have been 
used and are set aside to be washed. How many 
orders of mashed potatoes, whipped cream, cake 
batter have been left for the scullery man to dis- 
card? Many cooks, especially those in large kitch- 
ens, get so accustomed to seeing large quantities 
of food that a few orders do not mean enough to 
them. This might be solved by posting the waste 
on the bulletin board. 


The Serving Units 


The food goes to the various serving units from 
the kitchen. Here is one of the greatest problems 
the dietitian has to face. She should send a menu 
to the ward so the person serving will know the 
correct foods to place on the trays. With this 
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menu should be additional information as to the 
amount of each item to be served. Let us take 
asparagus as an example. The cook very care- 
fully counts out five to a serving. The person who 
is going to serve is faced with a pan containing 200 
stalks. If she or he has had no instructions, four 
or six or by chance the five may find their way 
on the plate. In the dining room we have two 
types of service, cafeteria and table. The table 
service may be family style or individual plate 
service. In either case we have a waste which 
might be eliminated in the cafeteria type. Food 
remaining on the table many times has to be dis- 
carded for aesthetic reasons. In place service a 
person is often served a food which he dislikes un- 
less given an opportunity to express his desire 
beforehand. The cafeteria service does offer this 
opportuity to all and in this way the food remains 
intact and can be returned to the kitchen. I real- 
ize there are other arguments for and against 
these various services, but in this paper we are 
considering only food waste. 


Feeding the Tray Patients 


Feeding tray patients is a problem and much of 
the waste comes from that source. Patients are 
in the hospital because they are sick. The degree 
of illness varies. This makes the problem of feed- 
ing difficult. In the morning when the dietitian 
visits the patient, he may feel fine and want a full 
tray. Before lunch time a treatment may change 
this disposition and unless word is sent to the 
kitchen in time a full tray is sent in. Very little 
of it will be eaten. There should be some way of 
conveying this information to the kitchen. The 
patient who wants a full tray sent in when the 
dietitian questions the advisability of it also must 
be considered. She does not want the patient to 
feel that food is being withheld from him when he 
needs it. That is poor psychology. The portions 
can be cut down slightly but not so much that the 
patient will notice it and become irritated. There 
are many such situations which I do not have to 
go into because anyone in hospital work is very 
well acquainted with them. Food waste is a prob- 
lem which we must watch and handle according 
to the method which proves most satisfactory to 
our own hospital. This is an excellent time for us 
to do a little checking up. We have plenty of food 
in the United States, but no so much that we can 
throw it away. 
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on the profits of the ferry that she owned and 

ran across the river Thames. With her profits 
she founded a convent, later to become a priory 
and finally the hospital we know today as the 
Royal Hospital of St. Thomas. 


Fins hundred years ago an old lady grew rich 


This great hospital and its predecessors have 
survived many assaults. The convent was de- 
stroyed by fire in 1207, to be re-erected by the 
Bishop of Winchester in 1228 and dedicated to St. 
Thomas a Becket. In 1538 it was suppressed by 
King Henry VIII, only to be refounded as a hos- 
pital for the nursing of disabled soldiers. Finally, 
in 1553, it found security under the strong pro- 
tecting arms of the Corporation of the City of 
London. 


At least it was secure for nearly four hundred 
years. Today it stands on the east bank of the 
river Thames, immediately opposite the Houses 
of Parliament. Its shape is that of an eight 
pronged comb with its prongs pointing to the river. 
Covering a quarter of a mile of riverside ground 
it is a target too good to be missed by the Luft- 
waffe. 


The dramatic story of its latest assault is told 
in the hospital diary for the latter months of 1940, 
just published in the 1941 Year Book of British 
Hospitals. In September, 1940, there are entries 
which speak for themselves: 


Monday—Last night a large bomb struck the 
north side of the hospital in the center, killing 
two nurses and four masseuses. They were 
crushed. No patients were hurt. Masonry sev- 
ered the electric cable, cutting off the only supply 
of direct current and immobilizing the lifts. The 
x-ray department was put out of action, and the 
gas supply began. to fail. 


Seventy-six patients who were sufficiently fit 
were sent to their homes. The remainder were 
moved to the basement. During the same night 
other bombs fell near the hospital. 


Tuesday—Matron reports that the patients had 
slept very well and were all the better for a quiet 
night. The engineer reported that the water sup- 
ply had failed. It was decided to transfer all 
patients to hospitals outside London. Buses ar- 
rived at 2 p. m. and all patients were transferred. 
The water supply was reconnected, and the elec- 
tric cable was repaired. 


Beds must be maintained for London’s casual- 
ties and two wards, and a nurses’ dormitory have 
been established in the basement. 
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The Diary of a Bombed Hospital 
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bombing last 
night, but no direct hit on the hospital. 


Wednesday—Extensive local 


Thursday—Fifty-seven. casualty beds are now 
open. It was decided to open another hundred 
and fifty immediately and a further fifty as soon 
as possible. The operating theatres are in full 
working order. 


Friday—Last night two bombs struck the hos- 
pital simultaneously. One struck the Night Nurses’ 
Home, and another hit buildings on the south 
side. The casualties were slight, six persons be- 
ing injured. New accommodation was found for 
sixty maids and other domestic staff in the base- 
ment. Four babies were born during the night. 


Sunday—A very heavy bomb made a direct hit 
on the main corridor. Fire broke out but was 
speedily put out by the fire brigade. Four per- 
sons were killed and four injured—all members 
of the staff. There were no casualties amongst 
the patients. 


Monday—aAll nurses not immediately required 
were sent on leave. The work of clearing dam- 
aged basements was completed and full water and 
electricity supplies were restored. 


Tuesday—During the night a violent explosion 
occurred, but there were no casualties or serious 
damage. 

* * * 
Here are two later entries of interest— 


A day in October—A heavy bomb struck the 
hospital, damaging a ward and destroying the 
telephone exchange. There were no serious cas- 
ualties. Bombs fell in large numbers in. the dis- 
trict, and eight persons were brought in dead and 
a large number treated for injuries, thirty-two 
of them being retained. 


A day in December—Large numbers of incen- 
diaries were dropped on and around the hospital, 
while high explosive bombs fell nearby. The hos- 
pital diary for this day contains the following 
words: 


“The hospital is not closed down. There 
are 70 beds in the basement and an emer- 
gency maternity unit. All out-patient de- 
partments are working as usual.” 


The citizens of London know the debt they owe 
to the calm courage and unruffled efficiency of the 
doctors, nurses, porters and others who serve 
London’s casualty hospitals. The diary of the 
Royal Hospital of St. Thomas’s is but an illustra- 
tion. of what could be repeated a hundredfold. 
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Economics of Purchasing Drugs, Solutions, and Gases 
ROBERT S. FUQUA 


and gases covers a rather broad field as to 
materials included, and could very properly be 
made the subject for a rather lengthy discussion. 


T=: economics of purchasing drugs solutions 


Few general rules or methods could be devised 
which would apply uniformly to all hospitals, re- 
gardless of size or needs. This is obvious when 
applied to a number of other problems, and is espe- 
cially true regarding methods followed in purchas- 
ing drugs and related supplies. Methods which 
would be extravagant and wasteful of hospital 
funds in a very large institution might prove the 
nearest approach to economy possible in a very 
small hospital. A brief discussion of some of the 
principal factors involved in providing drug sup- 
plies economically for our hospital patients would 
seem to be in order. 


Conditions Which Influence Increased Costs 


The problem of furnishing hospital patients with 
a comprehensive and adequate supply of drugs, 
sufficiently varied as to number of items stocked, 
and as to dosage forms, to meet the reasonable 
requirements of staff physicians and surgeons has 
been becoming progressively more acute due to a 
scarcity of many items, and to rather widespread 
price increases which in some instances cannot be 
attributed to an actual shortage of raw materials. 
War psychology, huge Government purchases, in- 
creased labor and overhead costs, lessened compe- 
tition in domestic markets, limited cargo space and 
high transportation costs from ports through 
which supplies of some imported items are still 
moving all are responsible for some of the in- 
creased costs now being paid for drug products. 
Price ceilings and export restrictions, and the ra- 


tioning of materials imposed by governmental au- 


thorities are helping to stem the tide of specula- 
tive and unwarranted price increases, but little 
relief in the way of general price reductions can be 
expected until a general peacetime economy again 
prevails. Such an economy will not follow imme- 
diately on the cessation of actual hostilities. At 
present the indications are that we may expect a 
continued rise in prices for a number of important 
drug items. 
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Stocks of many imported crude drugs and essen- 
tial oils are badly depleted. No stocks of some of 
these items are to be had from original importers 
and first-hand dealers, except an occasional import 
shipment which may be sold before material ar- 
rives. Practically all reserve stocks of some im- 
portant drugs are now in the hands of manufac- 
turers or users. We are facing a serious shortage 
in supply of a number of the alkaloids derived 
from crude drugs on which physicians now depend 
for therapeutic effects. Synthetic substitutes for 
almost all of these naturally derived alkaloids are 
not available. It is in this group of materials that 
greatest price increases have occurred, and in 
which further price advances are to be expected. 
Some hospitals have accumulated reserve supplies 
of these materials to provide for needs during 
coming months. Others might well do likewise, 
even at current high prices, if actual shortages of 
needed drugs are to be avoided. 


This market situation, of course, has not de- 
veloped over-night, and in those hospitals where 
drug purchases have been made by someone fa- 
miliar with drug sources and market conditions 
during the past two or three years considerable 
sums have been saved through intelligent and fore- 
handed buying. Unfortunately, in many hospitals 
such purchases are made on a hand to mouth basis 
by persons having little knowledge of drug mar- 
kets or hospital needs. Economy in drug buying 
requires specialized knowledge of materials, and 
experience coupled with a continuous study of 
conditions affecting markets for needed items. 
This obvious statement applies, of course, to all 
materials and supplies used in the hospital, but I 
know of no other group of needed items to which 
it has applied with equal force during the past 
two years. 


With respect to the numerous chemicals used in 
large quantities by hospitals for both technical and 
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medicinal purposes, I think we need devote little 
time or discussion. The picture is entirely differ- 
ent from that presented during the 1914-1918 war 
period; particularly, as te supplies of organic 
chemicals and solvents. Production. and use of 
chemicals, solvents, and dyes in the United States 
has grown to such proportions that the American 
chemical industry now leads the world, both as to 
volume of production and the variety of materials 
manufactured. In fact, it now constitutes one of 
the strongest links in the chain of industrial pre- 
paredness for National defense. With the excep- 
tion of a few basic materials, of which we have 
either inadequate or no domestic sources of sup- 
ply, no serious or long continued shortages of 
chemical products are likely to occur. 


Stabilizing the Chemical Industry on the Basis 
of Domestic Needs 


When war clouds began to hover over European 
Capitols, leaders in the American chemical indus- 
try were busily engaged in an effort to stabilize 
this industry on a basis of domestic needs. When 
an outbreak of war appeared to be imminent, the 
considerable increase in our imports of raw mate- 
rials, needed to create a domestic reserve supply, 
received little public attention, except in opposing 
political circles. Since the outbreak of war in 
Europe, far-sighted chemical manufacturers, hav- 
ing in mind lessons learned through years of busi- 
ness depression and disorganized markets, have 
attempted through various methods to discourage 
inflationary tendencies and unwarranted price ad- 
vances. It is to be hoped that the counsel and ex- 
ample of these industrial leaders will continue to 
prevail for the duration of the current emergency 
period. Hospitals should endeavor to throw sup- 
port to firms headed by such men through selec- 
tive purchasing policies. In other words, pur- 
chases should be withheld whenever possible from 
firms showing an inclination to boost prices at 
every opportunity, or who withhold needed mate- 
rials until increased prices are in effect. Experi- 
enced hospital buyers will be able to identify such 
firms without difficulty. 


Importance of Weekly Market Reports 


This article as first written contained some spe- 
cific suggestions, based on conditions then obtain- 
ing in drug markets, which it was hoped might 
benefit some members having no well-defined ideas 
as to probable market movements. Some of the 
anticipated difficulties as to material shortages 
and price advances have occurred earlier than ex- 
pected. Since some of the suggestions originally 
Include are of no value now, they are being omit- 
ted. One suggestion still holds good, however. 
To be able to purchase drugs and chemical sup- 
plies intelligently and economically, even in times 
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of normal price movements, a careful and con- 
tinued study of reliable weekly market reports is 
essential, even though only moderate quantities 
of such materials are required, as in the smaller 
hospitals. A cursory examination of reports pub- 
lished monthly is of little value to those who would 
profit, through surveys of the current news re- 
garding probable price movements, by making 
either forehanded or delayed purchases. In order 
to anticipate questioning, I will state here that the 
weekly trade publication having the longest con- 
tinuous record for such service in drug, chemical, 
and related fields is the Oil, Paint and Drug Re- 
porter, published in New York City. Hospitals 
as a group should make more use of their position 
as large buyers of chemicals and drugs by purchas- 
ing more of these materials direct from manufac- 
turers or first-hand dealers in such supplies. Local 
drug jobbers will not approve this policy, but con- 
siderable potential savings in expenditures are in 
prospect for those hospitals which follow it. 


Purchase of Solutions 


I will offer some suggestions as to the purchas- 
ing of solutions. This I take to mean those solu- 
tions needed for parenteral administration. Per- 
sonally, I have had little experience in purchasing 
solutions of this type.. My term of experience 
dates back to the days when no such solutions 
were commercially available, but were made up 
in all hospitals by physicians, pharmacists, or 
nurses. Later, ampoules of concentrated solutions 
appeared on the market, which could be diluted 
with sterile distilled water to produce concentra- 
tions desired. In recent years the finished sterile 
solutions in ingenious containers which are ready 
for immediate use have supplanted the home-made 
solutions in many hospitals. In our hospital we 
still prepare and use our own parenteral solutions 
for almost all of the needs presented. Naturally, 
the technique of preparation and sterilization rep- 
resents a considerable advance over that used in 
earlier years. My comments on this problem are 
brief: If you are prepared to make such solutions 
properly much money can be saved for the hospi- 
tal and patients. If you are not prepared to do the 
job properly, you had better spend the additional 
sums necessary to protect the welfare of your pa- 
tients. Expensive apparatus, other than efficient 
water stills and sterilizing equipment, is not re- 
quired. Careful and competent personnel, and 
proper control methods are definitely a prime 
requisite. 

Upward Trend of Prices 


It has been somewhat difficult to envisage the 
current position of those small hospitals which to 
date have provided no hospital pharmaceutical 
service for the benefit of patients and staff physi- 
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cians. It is even more difficult to include worth 
while suggestions regarding drug purchasing 
which will in some measure ameliorate the plight 
in which such hospitals must now find themselves. 
Drug costs to private patients for materials se- 
cured from retail drug stores are necessarily high. 
The costs to these hospitals for adequate drug sup- 
plies for indigent patients will increase sharply 
during coming months. 


Both hospital administrators and hospital phar- 
macists, as a general rule, have always been seri- 
ously concerned with costs as applied to those 
drugs and related items furnished to public ward 
patients in hospitals of all classifications. In the 
case of private hospitals and others catering to a 
fair to large percentage of private and semi-pri- 
vate patients, however, it has appeared that the 
responsible heads of many such institutions feel 
that if the use of proprietary items and unusually 
expensive drugs furnished to free or part-pay pa- 
tients is severely limited, and a fairly high mark- 
up above cost is charged to private patients in 
order to cover costs of expensive drugs furnished 
to open-ward patients, much has been accom- 
plished in the general crusade for economy. This 
type of economy must eventually be changed in the 
majority of hospitals in the face of a more enlight- 
ened concept as to the duty which any hospital re- 
ceiving public support has to all patients admitted, 
regardless of the ability of these individually to 
pay. Efficient hospital management demands that 
service be furnished to all patients at the lowest 
cost for which good service can be provided. This 
service incidentally includes the drugs prescribed 
by hospital or visiting physicians. The public is 
quick to note differences in amounts added to bills 
for special drugs, etc., as between different hospi- 
tals. Word of mouth broadcasting about charges 
considered excessive by former patients is bad ad- 
vertising for any hospital. We cannot get away 
from the fact that many patients consider prices 
in excess of those customarily paid in retail drug 
stores as a form of profiteering. We must also 
remember that many drug items furnished by the 
hospital to patients are usually sold by retail drug- 
gists at the minimum prices established by manu- 
facturers through so-called Fair Trade contracts. 
We would do well to remember this when pricing 
numerous proprietary drug preparations. 


Maintaining a Moderate Cost Level 


The question naturally arises as to how a hos- 
pital can furnish patients drugs at a moderate 
cost level during these times of rising prices, and 
still have something left to pay for service costs 
connected with the distribution of these items. 
The answer is that if your staff physicians will 
prescribe only high priced proprietary remedies, 
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you cannot. You cannot if you have only a dis- 
pensing unit pharmacy. If you have a pharmacy 
with sufficient space, equipment, and personnel, to 
make up the majority of standard drug products 
used, and are sufficiently interested to see that 
these products are made up on premises, instead of 
being purchased from outside manufacturers, you 
can. 


One serious problem confronting hospitals at 
this time deserves study and appropriate action. I 
refer to the long-standing financial problem cre- 
ated through the practical necessity of using nu- 
merous process patented remedial agents, whose 
established selling prices so frequently bear little 
relation to actual cost of production. Many sug- 
gestions as to control of the use of such products 
have been offered, and various methods to effect 
such control have been tried out by hospital ad- 
ministrators. Consideration of ways and means 
by which the prices of process controlled drugs 
might be held to reasonable profit levels has ap- 
peared only as a field for fruitless speculation. 
Our process-patent laws are intended to provide 
legal protection for inventive genius and to en- 
courage experimental and research work; princi- 
pally in fields related to drug and chemical indus- 
tries. In theory, the value to user or consumer 
will dictate the measure of financial reward accru- 
ing to a patentee or producer of process patented 
items. In the industrial field theory and practice 
appear to be more nearly in accord than in the 
field of medicine. Regarding medicinal items cov- 
ered by process patents the practice of charging 
all that the traffic will bear seems to be a rather 
firmly established custom in this country. The 
presence of satisfactory competing products on the 
market has heretofore served as the only notice- 
able check on this tendency. 


The Pure Food Law a Legal Lever 

“Heretofore” has been used advisedly in this 
connection as a legal lever appears to be available 
to hospitals now, with which they may check fu- 
ture unwarranted price gouges in the marketing 
of new drug products if they will unite to use it. 
I refer here to the currently effective Federal Pure 
Food, Drug and Cosmetic legislation, which was 
before the Congress so long before fina! enactment. 
The last minute addition to this public health leg- 
islation of restrictive provisions governing the in- 
troduction and sale of new drugs to the public con- 
stitutes the legal lever mentioned. 


The legislation noted requires, among other 
things, that no new drug may be sold to the public 
without extended preliminary investigation and a 
thorough clinical trial by competent medical 
groups, followed by a final check-up of data pre- 
sented and evaluation by the United States Public 
Health Service. The question now posed for the 
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consideration of hospitals is to what extent, if any, 
the facilities of these institutions should be ex- 
tended for the clinical evaluation of new drugs 
which are controlled through process-patents 
owned by individuals or corporations whose sole 
interest lies in the commercial exploitation of these 
drug products. In the case of process-patented 
drugs whose owners propose to provide a sem- 
blance of competition through the licensing of 
manufacture by others on a royalty basis, what 
should be done to assure that hospitals will not 
be forced to pay an exorbitant profit to manufac- 
turers for continuing supplies of such drugs as 
are proven valuable through clinical trials con- 





ducted on hospital premises? Should we continue 
to allow access to our hospital wards for the pre- 
liminary clinical trials demanded by this law and 
submit to unlimited commercial exploitation after- 
wards? The law noted was passed for the benefit 
of the general public. Many hospitals have readily 
cooperated to make it effective through altruistic 
efforts to provide the public with more effective 
remedial agents. How do you feel that you have 
been treated as to prices paid for new drugs which 
you helped to evaluate since drug-law revisions be- 
came effective? This law provides a potential 
weapon for hospitals if they care to unite and 
use it. 





The Ontario Hospital Association 


How the hospital can best serve both commu- 
nity and national interests was the theme of the 
three-day sessions of the eighteenth annual con- 
vention of the Ontario Hospital Association, held 
October 8, 9 and 10, in the Royal York Hotel, 
Toronto. 


Defense and emergency preparations expected 
of hospitals in Ontario were explained in detail 
to a large gathering by Dr. B. T. McGhie, Deputy 
Minister of Health and Chairman of the Provin- 
cial A. R. P. Committee. Such preparations in- 
cluded measures for the protection of the build- 
ings themselves, as well as a plan of organiza- 
tion covering supplies, extra accommodation and 
training of personnel for the treatment of casual- 
ties in case of emergency. In case of attack, fire 
is the greatest danger to hospitals and intensifi- 
cation of all peacetime precautions and training 
as well as extreme care in storage of inflammable 
chemicals and supplies and the provision of fire- 
fighting apparatus found most valuable in Britain 
was urged by the provincial fire marshal. 


The problem of keeping trained personnel in 
wartime received much discussion. The role of 
the volunteer nursing aide at such a time is an 
important one and it is anticipated that arrange- 
ments may be made for a nation-wide scheme of 
training which will make these workers avail- 
able to civilian hospitals. 


A resolution asking that all hospitals in Can- 
ada be placed on a priority list for obtaining sup- 
plies was forwarded to the Canadian Hospital 
Council with the request that it be submitted to 
Ottawa by that body. 


One of the morning sessions was given over 
entirely to a report and discussion of the Plan for 
Hospital Care, the province-wide plan of prepaid 
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hospital care which was sponsored by the Ontario 
Hospital Association and which, after only six 
months’ operation, is now “out of the red.” At 
the present time 50 per cent of Ontario hospitals 
have joined the plan, and enrolment of partici- 
pants is now over 20,000. The question of enlist- 
ment of subscribers has caused grave concern, but 
the Board has decided to extend benefits as before 
enlistment, considering the wife as the head of 
the family. The Ontario Plan has also expressed 
willingness to participate in any nation-wide plan 
of hospitalization of soldiers’ dependents, provided 
deductions are made from the dependents’ cheques 
by the government. Hospital staffs are now being 
enrolled on a limited liability basis. 


The Quizz Programme, a hospital “Information 
Please,” with Dr. G. Harvey Agnew as Master of 
Ceremonies and Dr. Malcolm T. MacEachern as 
one of the worthy contestants, was a very popu- 
lar and enlightening feature. The two teams 
(three men and three women) left only the rare 
question for the audience to solve. Both men and 
women displayed an almost precocious knowledge 
of the history of Canadian hospitals, and both 
teams were rewarded generously for their efforts 
by prizes donated by the advertisers. 


Sectional meetings were held concurrently by 
the Women’s Hospital Aids Association of Ontario, 
the Ontario Association of Record Librarians, the 
Nursing Section of the Ontario Hospital Associa- 
tion, the Ontario Association of Medical Social 
Workers and the Hospital Dietitians. 


The incoming officers are: President, Clark 
Keith, Windsor; President-elect, E. A. Horton, 
St. Thomas; First Vice-President, Mrs. O. W. 
Rhynas, Burlington; Secretary-Treasurer, Dr. 
Fred W. Routley, Toronto. 
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University Relationships Between Schools 
of Nursing and Hospitals 


RUTH PERKINS KEUMN, R.N. 


American universities and colleges since 

the first university school of nursing was 
established at the University of Minnesota in 
1910. Lucile Petry, reporting in 1937 on a study 
of the basic professional curricula in nursing lead- 
ing to a degree, stated that sixty-four schools of 
nursing in universities were offering seventy pro- 
grams. Thus we see that in a quarter of a cen- 
tury nursing has made a place for itself in the 
system of higher education in this country. 


N URSING education has developed rapidly in 


This mushroom like growth has brought forth 
many problems. We have come a long way when 
we consider the obstacles which have confronted 
us. Hospitals have been financially handicapped. 
Schools of medicine have placed greater emphasis 
on the clinical courses. As a result more medical 
students have been placed on the hospital wards 
for longer periods of time. The treatment load 
has increased. New diagnostic tests and proce- 
dures have been added to the older routines. Along 
with all of these problems schools of nursing have 
taken stock of their liabilities and assets and have 
attempted to improve the quality of their product 
through the development of the clinical program. 
This shift in the educational programs of both 
medical students and nursing students has added 
more work to the total load of the already over 
burdened staff on the hospital wards. But, in 
spite of all this, much has been accomplished. We 
have set up channels of administration. We have 
studied some of the weak spots in our plans of or- 
ganization. We are pleased with our progress 
and our presence here indicates that we are ready 
to attack new problems. 


Although only a comparatively small number 
of schools of nursing are incorporated in the 
American system of colleges and universities, this 
minority is of prime importance as pioneers in 
professional nursing education and as research 
centers. Hospitals have a vested interest in nurs- 
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ing education because progress in nursing means 
more effective care for all patients in all of the 
hospitals throughout all of the country. 


Those schools of nursing which are within 
working distance of a great university or college 
are finding it to their advantage to establish close 
working relationships with those institutions of 
higher learning. It is true that growth in terms 
of research and experimentation has been com- 
paratively slow. However, if we accept the po- 
sition that the future public health leaders, ad- 
ministrators, and teachers in schools of nursing 
are to come from the university schools, then the 
advanced instruction offered by these schools is 
of major importance both to the leaders in. nurs- 
ing and to hospital administrators. However, 
university control is no guarantee of educational 
competence in ward teaching, and no safeguard 
against the evils of inadequate staffing. The uni- 
versity hospital which is understaffed uses its 
students for hospital service just as consistently 
as do some of the other hospitals. 


Plans of Organization 


In considering plans of organization, there 
seems to be no one pattern that can be recom- 
mended as superior in terms of establishing sound 
university relationships. This is as it should be. 
Each school and university presents problems pe- 
culiar to its own particular community. There 
are educational problems and economic factors 
which make necessary independent planning in 
terms of local needs. In some universities the 
school of nursing is an independent unit operating 
under the general rules and regulations of the 
institution of which it is a part. In other universi- 
ties, affiliations are maintained with a selected 
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to function in name only. 
Basic Statements of Policy 


There are, however, a few basic assumptions 
to which almost all hospitals and university 
schools of nursing will agree in principle and 
which may be found in one form or another, in- 
corporated in their general statements of policy. 
Briefly they are: 


First, the function of the unit charged with 
training of nurses is educational. This 
means that the laboratories, courses, and in- 
structional methods of the university are, in 
relation to the unit, to be considered only as 
contributory to its educational objectives. It 
also means that the contributions which its 
students make to other units are not to be car- 
ried beyond the point where they cease to 
make an essential contribution to the educa- 
tional development of the students. If, in re- 
turn for financial aid to the student while in 
training, the amount and kind of work re- 
quired for this purpose interferes with her 
educational growth, the amount of such out- 
side work should be reduced and the student 
required to pay the difference. 


Second, while the nursing education unit 
must serve and be served by many other 
areas of training in the university, its control 
must be so independent that its educational 
functions shall become effective in practice. 
This means that the faculty of the unit shall 
have control of its curricula, methods of in- 
struction and organization. The school unit 
should have a dean, a specified annual bud- 
get within which to work, and the power to 
select its own faculty under the rules of the 
university. 


Third, the faculty, the content of the curric- 
ula and the procedures of instruction should 
be of university quality. 


Fourth, full cooperation must be maintained, 
in the interest of the development of the stu- 
dents, between all areas involved in the train- 
ing of nurses. Specifically a cooperating 
committee representing such areas should be 
set up to keep each informed of the practices 
and policies of the enterprise, and to afford 
a means through which all of the cooperat- 
ing units may express their judgment con- 
cerning the policies and procedures of the 
nursing school. 


Fifth, full cooperation should be maintained 
in the interests of the patients between all 
of the areas contributing to the nursing 
service. The administration of the nursing 
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group of hospitals. In still others, nursing seems 








service should be the direct responsibility of 
the hospital. 


Problems Confronting Schools of Nursing 


So much for general principles. Now we need 
to ask ourselves some questions. What is the re- 
sponsibility of the university school of nursing 
in administering its program in line with these 
principles? What is the responsibility of the co- 
operating hospitals? What are some of the im- 
portant problems confronting us today? What 
are the next steps to be taken in an attempt to 
arrive at a workable solution for some of these 
problems. 


The Selections of the Dean of the School of 
Nursing.—First of all, cooperative relationships 
between the school and the hospital should begin 
with the selection of the dean for the school of 
nursing. These units which must serve and be 
served by nursing should be invited to participate 
in the selection of the head of the new school. 
Specifically, the school of medicine, the cooperat- 
ing hospitals, the department of health education, 
and perhaps other departments within the uni- 
versity community, might well express their judg- 
ments concerning the qualifications of the person 
best fitted to serve in relation to the program al- 
ready established. Here again local patterns will 
determine the plan of action. 


The Faculty—Second, the head of the univer- 
sity school of nursing should be charged with the 
responsibility of selecting a qualified faculty to 
administer the educational program. If satisfac- 
tory relationships are to be maintained, the hos- 
pitals must have a voice in the selection of faculty 
members assigned to the clinical areas of instruc- 
tion. One of the major problems here is to find 
experienced nurses, skilled in bedside nursing, 
with a sound academic background. The present 
supply seems to be inadequate, particularly in the 
clinical areas. Many university schools of nurs- 
ing are finding it necessary to prepare nurses on 
the job. When this is necessary both the hospitals 
and the school of nursing are, of course, handi- 
capped during the building process and both must 
adjust to the situation if good working relation- 
ships are to be maintained. The danger here 
seems to lie in developing a group of women who 
may have a narrow vision. concerning their prob- 
lems. We need to bring together women with di- 
versified points of view, with experience in widely 
separated parts of the country, if we are going 
to serve our patients and our students effectively. 


The Curricula—Third, the curricula should be 
built in terms of the nursing needs of our demo- 
cratic society—not the needs of a particular hos- 
pital or group of hospitals. Since the patients 
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admitted to the hospital determine the clinical 
experience of the students in nursing, close co- 
operative relationships must be maintained in 
building and administering the clinical program. 
The head nurses play an extremely important role 
in administering the clinical program, particu- 
larly in the assignment of patients to students. 


Added Responsibilities of the School of Nursing 


The school of nursing should also be responsible 
for adequate library facilities, the extra-curric- 
ular program, health supervision, and comfort- 
able living conditions. . 


The Responsibility of the Hospital to the Student 


Now let us consider the responsibility of the 
hospital to the students enrolled in the school of 
nursing. 


The hospital should assume the responsibility 
of providing satisfactory conditions on the clinical 
wards to which students of nursing are assigned. 
The school of nursing should provide the instruc- 
tional service but the hospital should see to it 
that the ward laboratory is properly staffed. One 
of the greatest problems faced by the university 
schools of nursing today is how to maintain an 
adequate balance between graduate nurse service 
and student service. Here we frequently face 
conflicting objectives. The hospitals have limited 
budgets. The lower the cost of the nursing serv- 
ice per patient the larger the number of patients 
for whom care can be provided. The school of 
nursing has a direct responsibility in maintaining 
a sound educational program for its students. 
Thus two objectives seem to clash—service to 
patients and responsibility to students. 


Sound Program of Ward Experience Needed 


During the past ten years I have discussed this 
problem with many nurses with varying back- 
grounds of experience. Teachers in nursing, par- 
ticularly those in the clinical areas, consistently 
take the position that they have succeeded in 
building a sound theoretical program but have 
been blocked by conditions within the hospital 
from building a sound program of ward expe- 
rience. On the other side, hospital administrators 
point an accusing finger at the university schools 
and say that the students have a good theoretical 
background but they are not good bedside nurses. 
The schools of nursing maintain that more nursing 
service is required to stabilize the teaching wards 
if nursing skills are to be developed and a sound 
program of health education is to be built for the 
patients and the students. In the meantime, many 
excellent young teachers have given up nursing 
in the clinical fields and have moved into other 
professional areas. This is a loss to the hospitals 
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as well as to the schools of nursing. More inien- 
sive study of the working load on the acute wards 
of our university hospitals might help us both to 
arrive at some workable solution. 


This problem always reminds me of the 
weather. Everybody talks about it but nobody does 
much about it. We dance around it politely at 
every convention and then go home telling our- 
selves we have at least a dozen good reasons why 
we cannot do much about it in our particular sit- 
uation. 

An Indicated Plan of Action 


From the establishment of the first university 
school in 1910 down through the Goldmark Re- 
port on Nursing and Nursing Education in the 
United States; the Grading Study; the establish- 
ment of the Association of Collegiate Schools of 
Nursing; the Administrative Cost Analysis for 
Nursing Service and Nursing Education; and 
finally the Study of Administration in Schools of 
Nursing, released by the National League of 
Nursing Education in 1940; we have carried the 
problem with all of its controversial issues, toss- 
ing the ball back and forth. The needs have cer- 
tainly been adequately presented on both sides. 
Should we not proceed now with some plan of ac- 
tion which, regardless of the time and money in- 
volved, will take us where we want to go? Perhaps 
what we need most right now is a little more 
Yankee ingenuity on both sides. 


Should the rate on group hospital insurance 
be increased to provide additional nursing care 
for all hospitals including the university group? 
Should the university school of nursing pay the 
hospital a laboratory charge to cover the cost of 
the additional service needed to provide desirable 
laboratory conditions? If hospitals were really 
staffed to meet desirable standards of nursing 
service would additional service be needed? 
Should we work for state or Federal aid? Should 
we charge the student nurses with student rates 
of service and then assign to them a full graduate 
nurse load? Do we have all of the facts we need 
to solve these problems? What new problems do 
we face in the light of the defense program? 


The hospital cooperating with the university 
school of nursing should state the amount of 
nursing service it is prepared to provide for the 
following year. Likewise, the school of nursing 
should state the amount of student service that is 
prepared to contribute on the yearly basis. 
Then the problem of providing for any difference 
of service should be jointly discussed and some 
workable solution arrived at, taking into con- 
sideration the budgets of both the hospital and 
the school of nursing. In the past these financial 
arrangements have not been satisfactorily worked 
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out in. some of the university schools of nursing. 
It is true that there are many variables to be con- 
sidered. I am inclined to believe that there is a 
very real need for more experimental work as in 
the field of cost accounting in nursing. Where 
dees your school stand in relation to the seventeen 
variables set forth in the Pfefferkorn-Rovetta cost 
study? Are there other variables that should be 
added? Do you agree with the principles set forth 
in this study? Have you any suggestions for fur- 
ther studies? 


Selection of Personnel for the Teaching Wards 


The hospital should assume the responsibility of 
maintaining high standards in the selection of 
personnel for the teaching wards. The head nurse 
is an important person in the scheme of things. 
She is often underpaid, inadequately prepared, 
and consequently fails to assume a desirable 
amount of initiative and responsibility. When stu- 
dents are receiving university credit for ward 
experience, and when they are directly responsible 
to the hospital for service to patients, the hos- 
pital should provide head nurses who can main- 
tain satisfactory university standards. These 
women should have some form of university rec- 
ognition in return for their important contribu- 
tion to the students in nursing. 


The High Type of General Staff Nurses 


Then, too, the general staff nurses in the hos- 
pital cooperating with a university school of nurs- 
ing should be of the highest type. Good nursing 
must be practiced if good nursing is to be effec- 
tively taught. For example, a general staff nurse 
cares for a patient from 7:00 a. m. to 3:00 p. m. 
Then. a student nurse steps into the picture. The 
general staff nurse, through her fine example of 
expert nursing care, should stimulate the stu- 
dent to develop equally desirable patterns and 
skills. This means that the hospitals cooperating 
with a university school of nursing should exert 
great care in selecting general staff nurses. Par- 
ticipating in a university program involves defi- 
nite responsibilities. 


Keeping Procedures and Floor Routines Up-to-Date 


The hospital should assume the responsibility 
of keeping its nursing procedures and floor rou- 
tines up-to-date. Equipment needed for carrying 
out procedures previously agreed to by the hos- 
pital and the school and taught in the classroom 
must be made available on the hospital wards. 
Linen is, of course, a classic example. The nursing 
procedures call for specific items which have been 
agreed upon by the hospital and the school but 
which are not available on the wards. Often the 
school fails to stress the economic phase of the 
problem and the students waste linen. This type 


of problem requires the closest kind of coopera- x 
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tion between the hospital administrator and the 
school of nursing. 


Weekly Hour Schedule for Students 


The hospital should be prepared to adhere to 
the weekly hour schedule agreed to for the year 
for the students. This means that the hospita! 
should provide for peak loads of hospital service. 
This is not the responsibility of the school of 
nursing. All too often overtime becomes a 
chronic rather than an acute condition. Students 
are usually thrilled over the opportunity of par- 
ticipating in real emergency situations. Some 
experience of this type is valuable but the thrill 
wears off when the so-called emergency situation 
drags on into weeks or even months. The theoreti- 
cal program in the university must go on if sound 
academic standards are to be maintained. Classes 
are not cancelled as they were in the good old 
days in some of the programs in nursing educa- 
tion. If the educational interests of the students 
are to be protected the hospital must turn to its 
graduate staff for overtime and not to the student 
body. 


These are but a few of the problems involved 
in developing effective relationships between the 
university school of nursing and the cooperating 
hospitals. ; 


Further Needs of the Nursing School 


What are the next steps? We need more time 
studies on various types of patients and more 
data on costs of nursing service and nursing edu- 
cation. We need to study overtime and ways and 
means of protecting both the patient and the stu- 
dent. We need to secure funds for conducting ex- 
perimental studies in problems of nursing service. 
We need to do a better job of keeping our nurses 
informed concerning hospital costs and their im- 
plications, but it is of major importance that we 
study ways and means of. securing additional 
funds for nursing service now. 


In closing, let us hold to sound educational 
standards during these trying days which ‘are 
ahead. We are urged to keep our students in-the 
universities so that we may have college trained 
women prepared to assist us in solving the prob- 
lems that are sure to grow out of the present 
chaotic conditions that surround us. This training 
should, in the end, bring the greatest profit both 
to our country and to our individual nurses. There- 
fore, let us bend every effort to hold fast to. the 
achievements of the past twenty-five years and 
let us continue, through sympathetic understand- 
ing and deep appreciation of each other’s prob- 
lems, to develop increasingly satisfactory uni- 
versity relationships in the interests of our pa- 
tients, our students, and our free way of life. 
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A Cooperative Philanthropy 


In 1910 Dr. Frederic A. Washburn, at that time 
director of the Massachusetts General Hospital, 
made a plea to provide for the people of moder- 
ate means as well as for the well-to-do, “facilities 
for modern skills in diagnosis and therapy which 
the General Hospital was providing for the poor.” 
For the next twenty years this challenge was con- 
stantly presented to a philanthropic public, and 
in. 1930 the Baker Memorial Hospital was opened. 


It is a cooperative philanthropy in the opera- 
tion of which the “supporting community, the 
hospital administration, the medical and nursing 
staffs and the patients share in obtaining bed 
care of superior quality for the sick at a cost 
which the people of moderate means can afford to 


”? 


pay. 

The record of ten years’ performance of satis- 
factory service to the patient, the public, and the 
physician is a practical demonstration of pro- 
viding medical and hospital care for people of 
moderate means without either impoverishing 
them or compelling them to accept the charity of 
either the hospital or the medical practitioner. 
Its administration is altruistic in its purpose, 
wise in its application, and faithful in its per- 
formance. 


In ten years the bed occupancy has increased 
from 54 per cent to 85.2 per cent, emphasizing 
more than any one thing the high regard in which 
the public holds this activity, and the quality of 
hospital and medical service it provides. It has 
cared for 43,576 patients, exclusive of the new- 
born, and provided 584,164 days of patient care 
at an average patient stay of 13.4 days. 


The income of the Baker Memorial Hospital 
closely approximates the cost of operation at the 
present time. Its net loss over ten years of oper- 
ation, with a variable bed occupancy of from 54 to 
85 per cent is approximately $125,000 for the pe- 
riod. 


This is one of the first, and certainly the oldest 
example of cooperative philanthropy in the hos- 
pital field. The lesson it teaches so well is, that 
medical and hospital service can be made available 
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to the patient of moderate means at a comfortable 
cost, when hospitals and physicians cooperate 
with philanthropy, and the plan is conceived in 
honor and soundly administered. 





Should Hospitals Raise Rates? 


Hospitals are confronted with the rising costs 
of food, labor, and every commodity necessary 
for their operation. They have been able to 
maintain their standards of service, either 
through the contributions of philanthropic citi- 
zens, or by incurring serious deficits. They have 
been. fortunate in experiencing a favorable bed 
occupancy. 


Food costs have increased from 25 to 33 per 
cent; labor costs from 40 to 50 per cent, costs 
of current medical and surgical supplies around 
20 per cent. Fuel, light, and power costs are 
higher. A reasonable gross increase in hospital 
operation over an eight-year period is from 20 
to 25 per cent. 


Every employed class enjoys higher wages. The 
carpenter and the mason, the farmer and the 
laborer, the salesman and the office employee, the 
manufacturer and the producer have increased in- 
comes, and are in a better financial position to 
pay for hospital care and medical service. 


The peak in hospital operating costs has not 
been reached. There is no evidence that these 
costs will be stabilized; there are many indica- 
tions that they will continue indefinitely. In ad- 
dition, provision must be made for excise and util- 
ity taxes. 


Hospital rates have not been increased as a 
general rule. Every other business—hotel, cater- 
er, purveyor, manufacturer and laborer—has 
added a reasonable increase to the costs of its 
products or services. Hospitals will have to do 
likewise if they are to survive, without becoming 
hopelessly involved in debt. 


board and room 
charges, as well as in the charges for laboratory, 
anesthesia, operating room, delivery room and 
other services is not only justified at present, but 


A horizontal increase in 
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may in the near future become imperative. Sound 
business dictates that hospitals must equably 
adjust their rates to meet the rising cost of opera- 


tien. 





_ To His “Lang Hame” 


Dr. Walter S. Goodale has been called to his 
“lang hame.” His death came suddenly October 
8, as he was leaving his home in Buffalo to begin 
his day’s work as superintendent of the Edward 
J. Meyer Memorial Hospital. He was 66 years 
of age. 


In all our hospital history, there is no finer ex- 
ample of a lifetime devotion to a single institution. 
Since its inception twenty-four years ago, the 
Meyer Memorial Hospital, formerly the Buffalo 
City Hospital, has been Walter Goodale’s dream, 
his inspiration, his greatest work. From a small 
hospital for contagious diseases, housed in an 
abandoned school house, he nurtured it, fought 
for it, and built it into one of the finest of munici- 
pal hospitals caring for 1200 patients daily. 


His leadership developed the Meyer Memorial 
Hospital into an institution for the care of the 
poor people of the City of Buffalo; into a hospital 
where physician and nurse and technician would 
receive the best in education; where research 
made its important contribution to medical prog- 
ress, and the processes of education kept even pace 
with the patient’s care; where hospital service be- 
came the practical application of all that was best 
in the medical and nursing arts. 


As a hospital administrator he combined the 
astuteness of a good business man, the under- 
standing of a good physician, and an unswerving 
loyalty to his hospital and those who worked with 
him to make it an outstanding institution. 


In his dealings with the public and with his per- 
sonnel, he was positive without being prejudiced, 
firm without being obstinate. As an administra- 
tor he was a benevolent autocrat, a wise and 
kindly public servant, constant in every friend- 
ship, fair in every controversy. 


The story of his life is a portrayal of those sim- 
ple but forceful virtues which men who attain 
greatness so often experience. He was a product 
of our public schools of fifty years ago. He at- 
tended a business college, entered the Medical Col- 
lege of the University of Buffalo, and graduated 
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to become a fine physician, an able administraior, 
a great leader in medical and nursing education, 
in public health and hospital administration. He 
held the Chair of Hygiene and Public Health at the 
University of Buffalo. 


He worked his way through college as a member 
of an orchestral organization, as a choir master, 
and organized the first Glee Club of fifty voices at 
the University of Buffalo. He was a lover of flow- 
ers and plants and trees. The beautiful gardens 
on the hospital’s hundreds of acres are of his mak- 
ing. 

A prominent physician said of him, “He helped 
medical education in Buffalo. The impact of his 
help was not confined to the City Hospital. The 
training opportunities he made available for 
Negroes, Italians, Jews, as well as many others 
who might have been denied a chance to serve as 
interns, gave scores if not hundreds a real start in 
medical service.” 


A nursing leader said of him, “Doctor Goodale 
has done more for the progress of nursing in Buf- 
falo than any other individual.” 


His are the “short and simple annals” of a man 
who endeared himself to the people of the city in 
which his entire life was spent. While those in 
social, financial, and political power appreciated 
him and his accomplishments, the poor of Buffalo 
thought of him in a closer, more intimate way and 
called him friend, and as a reminder of their ad- 
miration and affection the flags in Buffalo were 
flown at half mast, a silent tribute to his work and 
worth. 

dsieiedierdiaaes 


Radiologists and Hospitals 


Apparently an article appearing in HOSPI- 
TALS last month under the caption “Hospital 
Staffs Welcome Blue Cross Plans,” has created 
some. concern amongst a number of radiologists. 
The speaker at the banquet in. Atlantic City where 
this address was given, has always been a sin- 
cere friend of radiologists and has labored dili- 
gently for the elevation of radiological standards. 
It is only just to him to make it clear that he did 
not have in mind economic problems associated 
with radiological services in hospitals as involv- 
ing relations between radiologists and hospitals, 
but rather a sincere desire to see that the patient 
receives x-ray service of a high quality necessary 
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to the diagnosis and treatment of his disability. 
Any plan of hospital service must keep this in 
mind. The way the radiologist is paid is another 
consideration that is up to him, and the hospitals 
to arrange. The relationship and policies be- 
tween radiologists and hospitals have been. well 
established for some time. 


Four years ago the Radiological Inter-Society 
Committee (officially representing the American 
College of Radiology, the American Roentgen 
Ray Society, the Radiological Society of North 
America, and the American Radium Society), the 
American Hospital Association, the American 
College of Surgeons, and the Council on Medical 
Education and Hospitals of the American Med- 
ical Association, unanimously agreed on the fol- 
lowing Principles of Relationship between Radi- 
ologists and Hospitals: 

The radiological service of the hospital 
shall be maintained, primarily for the benefit 
of the sick. 

Every hospital radiological department 
should be under the direction of a competent 
radiologist, preferably a diplomat of the 
American Board of Radiology or one who is 
working toward that objective. 


The preservation of the unity of the hos- 
pital and its component departments and ac- 
tivities is an essential administrative prin- 
ciple. This principle can be maintained with- 
out any infringement on professional rights 
or professional dignity. 


Inasmuch as no one basis of financial ar- 
rangement between a hospital and its radiol- 
ogist would seem to be applicable or suitable 
in all instances, that basis should be followed 
which would best meet the local situation. 


“The American Hospital Association and the 
Radiological Inter-Society Committee view with 
disapproval the proposal that the actual cost of 
films and associated overhead be separated from 
the professional charges of the radiologist or that 
the responsibility for this department be divorced 
from the hospital. While in many instances this 
would be a financial relief to the hospitals, it 
would probably result in frequent omission of 
the radiological consultation with a specialist in 
radiology, would mean less efficient radiological 
Service with potential legal complications and 
would tend to create difficulties with national and 
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other organizations requiring supervision of the 
radiological work by a competent radiologist.” 


The American College of Radiology has re- 
cently issued a very complete and comprehensive 
“Manual of Desirable Standards for Hospital 
Radiological Departments.” On page 13 of this 
Manual a paragraph referring specifically to 
group hospitalization reads as follows: 


“GROUP HOSPITALIZATION. In this connec- 
tion it is emphasized that medical services of 
any type must not be included as a part of 
hospitalization benefits. They may be in- 
cluded along with hospital benefits, provided 
that direct cash payments are made to bene- 
ficiaries of group hospitalization, said bene- 
ficiaries then to remunerate their radiolo- 
gist for such services as he has provided. 
Radiologists shall not permit the inclusion 
of their services in any type of health, medi- 
cal or hospitalization insurance not approved 
by their local county medical society, and 
state and national medical organizations. 
Only in this manner can the health and wel- 
fare of the public at large as well as of the 
patients in that particular institution be ade- 
quately protected. The radiologist shall at 
all times cooperate with the governing board 
of the hospital in the development of all rec- 
ognized plans tending to lower the cost of 
medical care and improve the quality of med- 
ical diagnosis and treatment.” 


The matter of hospital and medical economics 
is one which is rightfully conceded to the respec- 
tive membership organizations; the American 
Hospital Association for the hospitals and its 
membership, and the American Medical Associa- 
tion for medical practitioners in all fields. Colla- 
boration of all interests concerned will be con- 
tinued in the future as in the past as required. 
This is the democratic way to proceed. The stated 
policies are clear and they must be applied in a 
manner that will assure the patient an “x-ray 
service necessary to the diagnosis and treatment 
of the patient’s disability and that of high qual- 
ity,” as the author states. At the same time the 
proper status of the radiologist and the hospital 
must be maintained for the future progress of 
the art and science of radiology and the service 
which the hospital is obligated to render its 


patients. 
M. T. Mack. 
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Minutes of the Meetings of the Board of Trustees 


of the American Hospital Association 
Ambassador Hotel, Atlantic City, New Jersey 


Sunday, September 14, 1941 
The meeting was called to order at 9:15 a. m. 
by President Benjamin W. Black, M.D. 
PRESENT: 
Benjamin W. Black, M.D. 
Asa S. Bacon 
Rt. Rev. Msgr. M. F. Griffin 
Edgar C. Hayhow 
Basil C. MacLean, M.D. 
Ada Belle McCleery, R.N. 
Henry M. Pollock, M.D. 
George D. Sheats 
Ellard L. Slack 
Donald C. Smelzer, M.D. 
Frank J. Walter 
Peter D. Ward, M.D. 
VoTED: That the minutes of the meeting of 
June 7, 1941, be approved. 
_ The Association’s Financial Statement 
The Executive Secretary presented the finan- 
cial statement and reported that the Association 
had experienced a successful year. He suggested 
the possibility of a considerable reduction in in- 
come next year due to war conditions. 
VOTED: That the financial statement, as pre- 
sented by the Executive Secretary, be approved 
and accepted. 


Report of Membership Committee 


Asa S. Bacon, Chairman, presented the report 
of the Membership Committee. The institutional 
membership was 3054. 

VOTED: That the report of the Membership 
Committee be accepted. 


Convention Arrangements 


The Executive Secretary reported that conven- 
tion arrangements were proceeding satisfactorily ; 
a number of special events, including a dinner for 
the Latin-American dignitaries, had been planned; 
and al] indications were that the convention would 
be most successful. 


Title Insurance for Association Property 


The Executive Secretary read a letter prepared 
by Chapman and Cutler, attorneys for the Asso- 
ciation, for transmittal to the Chicago Title and 
Trust Company, in regard to an objection issued 
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pursuant to application by the Association for 
owners’ guaranty policy number 2563895. 

VoTED: That the letter, as read, be approved 
and the action be taken, such action to appear in 
the minutes as of September 15, 1941. 


Recommendations of House of Delegates 


RESOLVED: That the first order of busi- 
ness on the agenda of the first meeting of the 
Board of Trustees held after any session of 
the House of Delegates shall be the reviewing 
and considering of any recommendations 
made by the House of Delegates, with the end 
in view of seeing that such instructions are 
complied with as far as possible. In case it 
is impossible for the Board of Trustees to 
carry out such instructions, the House of 
Delegates will be officially informed. 


The New Amendments to the By-Laws 


The Board of Trustees reaffirmed its position 
relative to the amendments to the By-Laws of the 
Association covering the Hospital Service Plans. 
The Board felt that the amendments were pro- 
posed as a progress report and were in keeping 
with the instructions of the House of Delegates. 


Report of the Board of Trustees 


Rt. Rev. Monsignor Maurice F. Griffin read his 
report of the Board of Trustees which was to 
be presented before the House of Delegates. 


Institutes 


The Executive Secretary reported that the 
Ninth Chicago Institute for Hospital Administra- 
tors, held August 15 to 27, 1941, at the University 
of Chicago, had been a well-attended and success- 
ful Institute. With the completion of this Insti- 
tute there have been 1059 registrants at the an- 
nual institutes held at Chicago University. 

He reported that two new institutes had been 
inaugurated this year, the Institute on Purchas- 
ing at Johns Hopkins University in Baltimore, and 
the Institute on Hospital Accounting at Indiana 
University, Bloomington, both of which met with 
marked success. In the budget of the Council 
on Administrative Practice appropriations were 
made for these two initial institutes. The insti- 
tutes had been able to meet their expenses without 
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expending their appropriations, and had recom- 
mended that unexpended funds received by the 
institutes be earmarked for future similar insti- 
tutes, rather than returned to the general funds 
of the Association. 

VoTED: That the recommendation relative to 
funds received by the Institute on Purchasing and 
the Institute on Hospital Accounting be approved. 


Honorary Life Membership 


VoTED: That Honorary Life Membership be 
given to L. G. Foley of Minnesota. 


Section for Lay Women in Hospital Service 


A letter from O. N. Auer, president of the New 
Jersey Hospital Association, was read, in which 
he stated that there was a feeling among the mem- 
bers of the Women’s Auxiliary group “that they 
would like to have the American Hospital Asso- 
ciation establish a separate section under the head- 
ing ‘Lay Women in Hospital Service’ and that this 
section have a chairman and secretary as all other 
permanent sections.” 


VoTED: That the request for the establishment 
of a Section on Lay Women in Hospital Service 
be referred to the Council on Association Devel- 
opment. 

Priorities 

Priorities for hospitals were discussed and it 
was believed that eventually a satisfactory for- 
mula would be worked out. 

It Was agreed to hold breakfast meetings of the 
Board each morning of the Convention. 

The members of the Board were requested to 
attend the formal opening of the Convention at 
9 a. m. on the following day. 


The next meeting of the Board was called for 
8 a. m. Monday, September 15, 1941. 


The meeting was adjourned at 11:15 a. m. 
Respectfully submitted, 
BERT W. CALDWELL, M.D. 


Executive Secretary 
——_—<>—__—__ 


Monday, September 15, 1941 


The meeting was called to order at 8:15 a. m. 
by President Benjamin W. Black, M.D. 
PRESENT : 
Benjamin W. Black, M.D. 
Asa 8. Bacon 
Rt. Rev. Msgr. M. F. Griffin 
Edgar C. Hayhow 
Basil C. MacLean, M.D. 
Ada Belle McCleery, R.N. 
Henry M. Pollock, M.D. 
George D. Sheats 
Donald C. Smelzer, M.D. 
Frank J. Walter 
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Peter D. Ward, M.D 
By invitation of the Board: Mr. Oswald 
Maland of the firm of Chapman and 
Cutler 


Title Insurance for Association Property 
The following resolution was voted: 

WHEREAS this Association has by its coun- 
sel recently made application to the Chicago 
Title. and Trust Company for an owners’ 
guaranty policy guaranteeing title in this As- 
sociation to the following described property : 

Lots One (1), Two (2) and Three (3) 
in the resubdivision of Lots Thirteen 

(13), Fourteen (14), Fifteen (15) and 

Sixteen (16) in Block Ten (10) in 

Stone’s Subdivision of Astoria’s Addition 

to Chicago in North fractional half of 

Section Three (3), Township Thirty-nine 

(39) North, Range Fourteen (14) East 

of the Third Principal Meridian, in Cook 

County, Illinois, 
and said Chicago Title and Trust Company 
has issued its preliminary letter of opinion in 
which it has raised a question as to the juris- 
diction of the County Court of Cook County 
to enter an order finding said Lots 1 and 2 
exempt from taxation and setting aside and 
rendering null and void forfeitures of said 
lots 1 and 2 for 1928 and 1929 taxes as ex- 
tended on the 1930 Collector’s Warrants; and 

WHEREAS said Chicago Title and Trust 
Company had indicated that it will waive 
such objection if this Association will agree 
not to hold it responsible should any action 
be taken to collect taxes on said premises for 
the years involved and will further agree to 
defend against any such action arid to remove 
any cloud on title occasioned thereby, 

NOW, THEREFORE, it is resolved that the 
President of this Association be and he is 
hereby authorized and directed to address 
and sign a letter to the Chicago Title and 
Trust Company in substantially the following 
form: 

Chicago Title and Trust Company 
69 West Washington Street 
Chicago, Illinois 

Gentlemen: 

You have set up an objection in your letter 
of opinion issued pursuant to our application 
for an owners’ guaranty policy number 
2563895, which reads as follows: 

(7) (8a) Forfeiture of lots 1 and 2 (tract) 
on October 26, 1931, to State for general 
taxes 1928 (as extended on 1929 warrant) 
and general taxes 1929 for $3519.77 and in- 
terest, penalty and costs. 474/65 


The general taxes 1928 and 1929 as ex- 














tended on 1930 warrant amounting to 
$3933.20 are unpaid. On Margin of Collec- 
tor’s Warrant is noted: “Forfeited in Error 
(Exempt) Set Aside by County Court Ob- 
jection No. 501 Parcel 395. Put in Error and 
Abatement File No. 88763.” 


In. consideration of the issuance of said 
policy free and clear of said objection this 
Association hereby undertakes and agrees 
that if at any time the County Clerk, County 
Collector or State’s Attorney of Cook County, 
or any other public official at that time au- 
thorized to enforce the collection of taxes, or 
any of the duly authorized agents or em- 
ployees of such officials shall take any action 
to collect the general taxes for 1928 or 1929, 
as referred to in the above quoted objection, 
this Association will not hold your corpora- 
tion responsible for defense against such ac- 
tion, but will take such counter measures as 
shall be necessary to permanently enjoin such 
officials therefrom, and if in the event this 
Association is unsuccessful in such counter 
action and the title to the premises in ques- 
tion becomes joepardized or beclouded by rea- 
son of such action by such public officials, this 
Association hereby undertakes and agrees to 
pay such amounts as may be necessary to re- 
move such jeopardy or cloud. 

This letter has been authorized by the 
Board of Trustees of this Association. 

Yours very truly, a 


AMERICAN HOSPITAL ASSOCIATION 


PEEP Oe 
_ President 
Compositign of the Hospital Service Plan 
Commission 


A provision that three persons who might serve 
on the Hospital Service Plan Commission be hos- 
pital administrators was discussed. Oswald Ma- 
land stated 


“The amendments provide the Board of 
Trustees shall establish the Hospital Service 
Plan Commission. The Board could provide 
a Commission that the Type IV membership 
elect.” 

- The Board did not want to encroach upon any of 
the prerogatives of the House of Delegates. 

The proposed Hospital Service Plan amend- 
ments to the By-Laws were discussed. Mr. Ma- 
land stated 

“The By-Laws are amended by the As- 
sembly. The By-Laws provide that amend- 
ments shall be submitted to the House, who 
may make recommendations. Action by the 

House should be in the nature of recom- 

mendations in connection with those proposed 


amendments. Under the By-Laws the House 
of Delegates has nothing to do except make 
recommendations. The only power the House 
has is to make recommendations in reference 
to the proposed amendments. The Assembly 
adopts the amendments.” 

VoTED: That the matter of three represenia- 
tives on the Hospital Service Plan Commission 
being hospital administrators be laid on the table. 

* * * 


The next meeting of the Board was called for 
8:30 a. m. Tuesday, September 16, 1941. 

The meeting was adjourned at 8:45 a. m. in 
order that the members of the Board of Trustees 
might attend the opening of the Convention. 

Respectfully submitted, 
Bert W. CALDWELL, M.D. 
Executive Secretary 
elaidileieeainns 


Tuesday, September 16, 1941 


The meeting was called to order at 8:30 a. m. 
by President Benjamin W. Black, M.D. 


PRESENT: 
Benjamin W. Black, M.D. 
Asa S. Bacon. 
Edgar C. Hayhow 
Basil C. MacLean, M.D. 
Ada Belle McCleery, R.N. 
Henry M. Pollock, M.D. 
George D. Sheats 
Ellard L. Slack 
Donald C. Smelzer, M.D. 
Frank J. Walter 
Peter D. Ward, M.D. 


Establishment of the Hospital Service Plan 
Commission 


Basil C. MacLean, M.D., reported the action 
taken by the Approved Hospital Service Plans on 
the evening of September 15, 1941. It was 


RESOLVED: That the Board of Trustees of 
the American Hospital Association, in com- 
pliance with certain By-Law Amendments 
passed by the House of Delegates and Assem- 
bly, hereby establish the Hospital Service 
Plan Commission. 


Approval of Election of Members of the Hospital 
Service Plan Commission 


Doctor MacLean reported the following persons 
had been unanimously elected as members of the 
Hospital Service Plan Commission: B. W. Black, 
M.D., John A. Connor, S. S. Goldwater, M.D., F. 
Stanley Howe, John R. Mannix, George Putnam, 
Herman Smith, M.D., E. A. van Steenwyk, Peter 
D. Ward, M.D. It was 

RESOLVED: That the Board of Trustees 
recognize as members of the Hospital Service 
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Plan Commission the nine (9) members of 
the American Hospital Association elected on 
September 15, 1941, by representatives of 
approved hospital service plans which have 
financially supported the Interim Hospital 
Service Plan Commission and which have 
signified their intention to become Active In- 
stitutional Members, Type IV. 


Approval of Election of Members of the 
House of Delegates 


Doctor McLean reported the following persons 
had been unanimously elected to represent the 
Type IV membership in the House of Delegates: 
Delegate, to serve 3 years, J. Douglas Colman; Del- 
egate, to serve 2 years, Carl M. Metzger; Delegate, 
to serve 1 year, M. Haskins Coleman Jr. Alter- 
nate, to serve 3 years, Ed. S. Moore; Alternate, 
to serve 2 years, A. S. Leach; Alternate, to serve 
1 year, Robert J. Marsh. 


RESOLVED: That the above named persons 
be recognized as representatives of the Type 
IV members in the House of Delegates. 


Approval Program for Hospital Service Plans 


RESOLVED: That the Board of Trustees of 
the American Hospital Association make such 
special provisions as may be appropriate to 
administer the approval program for non- 
profit hospital service plans in accord with 
action to this effect taken February 15, 1941, 
and in accord with By-Law Amendments 
passed by the House of Delegates and Assem- 
bly September 15, 1941. 


It was agreed to delay appointment of three 
members of the Board to represent the Board of 
Trustees in the approval program for hospital 
service plans until Doctor MacLean took office as 
President. , 


Approval of Administrative Regulations 


RESOLVED: That the Board of Trustees re- 
affirm their approval of certain regulations 
for the guidance of the Hospital Service Plan 
Commission, which regulations were ap- 
proved by the Board of Trustees on Febru- 
ary 15, 1941, and by the hospital service plans 
on February 27, 1941. (This was upon ad- 
vice of the legal counsel of the American Hos- 
pital Association. ) 


Placing Into Effect the New Amendments to 
the By-Laws 


Attention was called to the change in the amend- 
ment to Article X, Section 5, (b), second para- 
graph, which formerly read “All policies of the 
Commission which affect the standards of ap- 
proval for hospital service plans shall at all times 
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be consistent with the general policies of the 
American Hospital Association, and shall be sub- 
ject to review and approval by the Board of Trus- 
tees,” which was amended and approved as fol- 
lows: “All policies of the Commission shall be em- 
bodied in administrative regulations adopted by 
Active Institutional Members, Type IV, and ap- 
proved by the Board of Trustees.” 


RESOLVED: That the President of the Amer- 
ican Hospital Association be authorized to 
take such steps as may be necessary, in coop- 
eration with the Chairman of the Hospital 
Service Plan Commission, the Executive Sec- 
retary of the American Hospital Association, 
and the Director of the Hospital Service Plan 
Commission, to put the By-Laws and Admin- 
istrative Regulations into effect. 


RESOLVED: That the Board of Trustees 
adopt the proposed amendments as amended, 
except those amendments disapproved by the 
House of Delegates, and approve the report 
on, said proposed amendments adopted by the 
House of Delegates. 


Authorizing Payment for Legal Services 
and Expenses of Oswald Maland 


The Executive Secretary reported that an agree- 
ment had been made with the Hospital Service 
Plan Commission to share the expense of the at- 
tendance of Oswald Maland of Chapman and 
Cutler. 


RESOLVED: That the Board of Trustees ap- 
preciate the cooperation of Chapman and Cut- 
ler, and that the necessary expense in connec- 
tion with Mr. Maland’s attendance be author- 
ized. 


VOTED: That Mr. Maland or some other 
representative of the legal firm representing 
the Association be present whenever their 
services may be needed at meetings of the 
Board of Trustees and of the House of Dele- 
gates. 


Approval of Louisiana Hospital Association 
for Joint Membership 


A recommendation was received from the Com- 
mittee on Coordination of Activities and the Coun- 
cil on Association Development that the Louisiana 
Hospital Association, having met all requirements 
for affiliation for joint membership and dues and 
these requirements having been incorporated into 
their newly adopted By-Laws, be approved for 
affiliation. 


VoTED: That the Board of Trustees ap- 
prove the affiliation of the Louisiana Hospital 
Association as an official section. of the Ameri- 
can Hospital Association. 









The next meeting of the Board was called for 
8:30 a. m. Wednesday, September 17, 1941. 
The meeting was adjourned at 9:45 a. m. 
Respectfully submitted, 
BERT W. CALDWELL, M. D. 
Executive Secretary 


Wednesday, September 17, 1941 


The meeting was called to order at 9 a. m. by 
President Benjamin W. Black, M.D. 
PRESENT: 
Benjamin W. Black, M.D. 
Asa S. Bacon 
Rt. Rev. Msgr. M. F. Griffin 
Edgar C. Hayhow 
Basil C. MacLean, M.D. 
Ada Belle McCleery, R.N. 
Henry M. Pollock, M.D. 
George D. Sheats 
Ellard L. Slack 
Donald C. Smelzer, M.D. 
Frank J. Walter 
Peter D. Ward, M.D. 


Retirement Plan for Association Employees 


The committee to investigate the matter of a 
retirement plan for Association employees present- 
ed its progress report, and each member spoke in 
detail. The committee reported the most flexible 
plan was that submitted by the Massachusetts 
Mutual Life Insurance Company. This plan pro- 
vided that both the employer and the employee 
participate in the payments. The Board was of 
the opinion that any employee leaving the employ 
of the Association during a period of less than 
ten years should receive only the amount he him- 
self had contributed to the plan. 

It was the wish of the Board that copies of the 
plan be sent to each member of the Board for 
study in order that he might be fully informed at 
the time the plan was considered at the Board 
meeting when the budget for the following year 
was under advisement. The Board was to bear in 
mind that the plan, once established, would be a 
continuing expenditure. 


Selection of Place for 1943 Convention 


The Executive Secretary reported that Minne- 
apolis, Milwaukee and Buffalo had asked to be 
considered as sites for the 1943 convention. 

VOTED: That the 1943 convention be. held in 
Buffalo, New York. 

Midyear Meeting of Presidents and Secretaries 


The midyear meetings of the presidents and sec- 
retaries of the state associations were discussed. 
It was suggested that possibly there was much 
overlapping in. the personnel present at these 
meetings and in the membership of the House of 
Delegates, and perhaps sometime in the future 
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these midyear meetings might serve as second 
meetings of the House of Delegates. The Board 
was reminded that Mr. Maland had been “very 
certain and very positive in his position that the 
Assembly transacts the business of the Associa- 
tion.” 

It was felt that the February meetings of the 
Board should be so scheduled as to allow the Board 
to attend the meetings of the presidents and 
secretaries. 

Reports of Council Chairmen 


It was felt it might be desirable to suggest to 
the council chairmen that they prepare their re- 
ports for the House of Delegates in three parts: 
(1) projects completed, (2) projects incompleted, 
(3) projects contemplated. 

Affiliated State Associations and the New 
Amendments 

The question arose as to the method to bring 
the By-Laws of the affiliated state associations into 
conformance with the By-Laws of the American 
Hospital Association whenever these By-Laws 
were amended. 

VOTED: That this matter be referred to the 
Committee on. By-Laws and the Council on Asso- 
ciation Development with the request that the 
chairmen of these two bodies confer and report 
jointly. 

Joint Advisory Committee 

The Executive Secretary reported that the Joint 
Advisory Committee had been actively following 
the priority problem and that an A-10 rating had 
been granted to hospitals. 

Questionnaire Authorized 

It was suggested that through the state associa- 
tions a uniform questionnaire be sent to the hos- 
pitals in each state, the questionnaire to cover 
approximately 25 current items and request in- 
formation such as (1) amount on hand, (2) con- 
sumption for past 6 months, (3) prospective re- 
quirements for the following 6 months, (4) items 
required. It was felt that the questionnaire 
should be a continuing one and that the final re- 
ports should be assembled at the headquarters of 
the Association. 


Authorization to Joint Advisory Committee 


RESOLVED: That the Board of Trustees 
give their support to any negotiations the 
Executive Secretary or the Joint Advisory 
Committee may undertake in regard to prior- 
ities. 

* *% * 
The next meeting of the Board will be held at 
the call of the President. 
The meeting was adjourned at 10:30 a. m. 
Respectfully submitted, 
BERT W. CALDWELL, M.D. 
Executive Secretary 
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Purchasing Procedure—Part | 


PAUL L. BURROUGHS 


jects only, forms and records, personnel, ref- 


Tit discussion .is to be devoted to four sub- 
erence material, and desirable contacts. 


Forms and Records 
Requisitions 


The requisition is perhaps the most important 
form in use by the purchasing department. By 
the use of this form we recognize the needs of 
our hospital. The requisition is a key that opens 
the storerooms to the using departments. From 
the requisition springs all other forms and records 
which we must use in the conduct of our spe- 
cial job. 


The physical characteristics of the requisition 
blanks are simple. They should be printed on a 
substantial quality of paper. This is necessary 
since there are usually many erasures and a poor 
quality paper makes legibility almost impossible. 
They should be printed in at least “triplicate” 
form and in many cases “quadruplicate” or more. 
All sheets other than the original should be in dis- 
tinctive colors and marked as DUPLICATE, TRIP- 
LICATE, and so on. In the interests of economy 
these forms should be padded. The size of the 
requisitions is a matter of choice but the majority 
of them are 614 x 6, or 814 x 514. Many are 
much larger but there is usualy a specific reason 
for other than the sizes mentioned. They should 
be consecutively numbered for the purpose of 
later identification and charging. 


Who uses this requisition form? All of the 
floors, wards, or divisions in the hospital will use 
this form, since they must all have certain. sup- 
plies weekly or bi-weekly, as the case may be. 
All regular and special departments of the hos- 
pital will use the form for their regular sup- 
plies. The clinics, the operating rooms, the emer- 
gency department, social service, yes, even the 
directors office. It is an all-hospital form. 


What is ordered on this form? 
everything is ordered on this form. 


Practically 
In many 


cases major equipment is ordered on this requisi- 
tion form. This system is in use in many 
hospitals but not before there has been a con- 





November, 1941 


The Author 
@ Paul L. Burroughs is Purchasing Agent 
and Director of Personnel, Rochester Gen- 
eral Hospital, Rochester, New York. 





sultation between the using department and the 
purchasing agent and even the director or su- 
perintendent, where this is necessary. In this 
case the form should carry the usual accurate de- 
scription as written by the using department 
after the decision. has been made as to what the 
article is to be. Specifications should be included 
on this form for the protection of the purchas- 
ing department if reference must be made to the 
order at a later date. Responsibility can then be 
placed where it belongs. 


There are also many cases where major repairs 
are listed on this form. This is not to be recom- 
mended as the best procedure since confusion 
might come up between the purchasing depart- 
ment and the maintenance department. The 
best way to take care of this type of requi- 
sition is to have a special requisition for the 
exclusive use of the maintenance department. 
This system has been successful, since the pur- 
chasing agent can check on these wants by rou- 
tinely approving all such requisitions. Paper 
towel boxes are a good example in point. If the 
using department orders these boxes from the 
maintenance department and it does the work of 
installing them without the knowledge of the 
purchasing agent, he might wonder about the 
increased use of paper towels in that particular 
department. In the case of the special requisi- 
tion, which, incidentally, is usually printed in 
duplicate form, one for the using department and 
one for the maintenance department, the pur- 
chasing agent will know about the whole trans- 
action before it actually happens. 


What should the requisition show? It should 
contain an accurate description of the article or 
commodity needed. This is important. The de- 
scription should be complete in every detail. The 
stock men do not have the time to try to decipher 





73 








the many unusual bits of terminulogy used by 
nurses and others to describe the many things 
they need. 


In this connection it should be mentioned that 
there is great value to be gained from a regular 
stock book listing all articles and commodities 
in the stock room. This stock book should be 
made up of the actual terminology as used by the 
supplier; it should list your own stock numbers 
as well as the supplier’s number. The value of 
this kind of book placed in. the hands of all per- 
sons who order supplies cannot be underesti- 
mated. By the use of this book it is possible to 
control terminology and stock numbers. You 
simply refuse to fill any order that is not written 
on the basis of the book terminology. 


What is the usual route taken by the requisi- 
tions? First, the requisitions are made out on the 
floor, ward or division by the nurse in charge. 
It may be written by the department head. In the 
case of the nurse, they are taken to the nursing 
office for the approval of the superintendent of 
nurses or other designated officer in her office. 
In the case of the department head, they are fre- 
quently sent to the director or superintendent’s 
office for approval. In all instances they must 
be sent to the purchasing agent’s office for his 
approve!. From the purchasing office they pro- 
ceed to the storeroom, where they are filled as 
orders and sent to the floor, ward, division or 
department. The originals are taken with the 
goods to the using department, where the goods 
is signed for by the person in charge. They are 
sent from the storeroom to the purchasing office, 
or, in some cases to the accounting office, where 
they are priced. 


The final dispensation of the requisitions is usu- 
ally as follows: the original stays in the purchas- 
ing office and is filed for future reference; the 
duplicate is filed in the accounting office and the 
triplicate goes to the using department for their 
records. This procedure is true in almost all cases 
where the triplicate form is used, but variations 
may be necessary in some instances. Where the 
stock room and its control is in the hands of a 
head storekeeper and completely divorced from 
the control of the purchasing office or where 
there is a tie-up of some kind with the city gov- 
ernment or central purchasing department, then. 
the use of the quadruplicate or quintuplicate req- 
uisition form might be necessary. There are 
even some cases where this type of form is used 
where this is not the case. Your own needs are 
the ones to consider, since this routine is, in gen- 
eral, so elastic that its application is simple. 


There are some other requisition forms that 
are used for the purposes just outlined. There is 
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one, however, that merits special mention here 
and that is the special printed form. This is a 
form that has all the items printed on it in such 
a manner that all that is necessary to fill in the 
form is the amount of any commodity or article 
that is needed by the using department. This, of 
course, applies only to all the known and stand- 
ard articles of daily need. This requisition is 
very simple and effective in its application. It 
has the standard nomenclature with the actual 
stock numbers imprinted thereon. Pricing is ex- 
tremely simple. It is usually done every month. 
This form is a multi-hole form in which the peg- 
board is used so that speed is facilitated in the 
recapitulation at the end of any given period! 


Purchase Order 


The purchase order form is of considerable 
importance to the purchasing office. No order 
should ever be placed without using this form. 
The department head or the floor supervisor ex- 
presses his or her needs by way of the requisi- 
tion. In turn, the purchasing agent expresses 
his needs, which are the needs of the whole hos- 
pital, through the medium of the purchase order. 
It is directed to the vendor with full details and 
the conditions of purchase. 


The physical characteristics of the purchase 
order form are varied. Once again it must be 
emphasized that a good quality of paper should 
be used. It should reflect the character of the 
hospital in which it is used. The weight of the 
paper is important. It cannot be printed on a 
paper whose substance is too heavy to provide 
the necessary carbor copies. Perhaps a 161, 
substance with a 25 per cent rag content is best 
for this purpose, even though it may be more 
expensive. All copies of the form should be 
marked with its classification and the use of color 
for all sheets other than the original is recom- 
mended. For example, the first sheet should be 
marked as “original,” the second as “duplicate,” 
the third as “triplicate” and so on. It is recom- 
mended that the purchase order form be printed 
at least in triplicate, but this is a matter of 
choice. 


There are differences of opinion about the man- 
ner in which the purchase order form is delivered 
to you from the printers. Should it be in single 
units or sheets, padded or fan-fold? Some like 
the single sheet method, while others prefer the 
padded form. The fan-fold method is in use in 
a number of hospitals and it has proven very sat- 
isfactory. It is very convenient. It is probably 
the newest method on the market today. One of 
the difficulties with this method is that only one 
color of paper can be used. The way around this 
is to use different color ink for the various copies. 
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This is another example of an item which is en- 
tirely flexible and can be adapted to any use that 
you may prefer. Whatever the physical charac- 
teristics of the form of your choice, there is one 
thing that is mandatory and that is that all 
should be consecutively numbered for the future 
reference of all persons concerned. As for the 
size, it can be any size you wish but it is sug- 
gested that you stick to standards as nearly as 
possible. The accepted standards are the usual 
814 x 11 and the half sheet, or 8144 x 514. There 
are some variations between these sizes that work 
perfectly well. The larger hospitals will tend 
toward the 814 x 11, since the conditions of sales 
can be imprinted on the form a little better. In 
some cases there is attached to the larger pur- 
chase order a small receipt that is to be sent back 
to the hospital by the vendor as an acknowledg- 
ment of the order. 


In planning a new form take a little time and 
consult all interested persons such as the account- 
ant, and others who might have to work with 
some of the copies. When you are ready to order 
the new form as you have drawn it up, be sure 
to order a small quantity and wait for the criti- 
cisms that inevitably come. From these criti- 
cisms you will eventually get exactly what you 
need and want. 


Who uses this form? This question can be an- 
swered very easily by saying that no one uses 
this form except the purchasing agent or his de- 
partment. No other office or department should 
have access to these forms in any way. The rea- 
sons for this statemet need no comment. 


What should the purchase order show? In the 
printing of the form much of the work is done 
for the purchasing department. Reference is 
made here to the conditions of purchase. These 
are many and varied. The following are a few 
of the more common conditions: 


1 Materials must be strictly in accordance 
with our specifications and subject to our 
inspection and acceptance regardless of 
prior payment of invoice to obtain cash 
discount. 


bho 


All prices are F. O. B. hospital door un- 
less otherwise specified. 


3 No charges are allowed for crating, box- 
ing, burlaping or containers of any kind 
unless specified on this order. 


4 Order number must appear on each pack- 
age and package list. 


5 The vendor agrees to protect and save 
harmless vendee in any action arising out 
of patent infringement. 
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6 Deliveries must be made between so and 
so hours at such and such places. 


7 Any deviation from this order will subject 
it to cancellation. 


There are other conditions, but those given 
will serve to show the general type of statement 
used by almost all hospitals. Once these conditions 
are incorporated in the form, they are no longer 
a worry to the purchasing agent, since acceptance 
of these terms is a condition precedent to ac- 
ceptance of the order on the part of the vendor. 


The purchasing agent does need to be con- 
cerned with the accurate description of goods 
ordered. In fairness to all concerned, it is neces- 
sary to be meticulously careful in writing speci- 
fications. The purchasing agent should use fhe 
standard nomenclature and the catalog number 
of the vendor. The prices and discounts should 
be figured closely to avoid errors. Delivery dates 
should be checked in the same way. Attention 
to the details of what the purchase order form 
should show before it is sent out will save much 
time and effort at some later date. 


What is the route taken by the purchase order 
form? The original goes to the vendor in all 
cases. In almost all cases the duplicate is kept 
and filed in. the purchasing office for a record of 
purchases as well as for future reference. It is 
sometimes attached to the requisition as it comes 
from some department especially in the case 
where the using department has ordered some- 
thing that is not a regular stock item. There are 
many possible places for the triplicate copy. It 
might go to the receiving department or it might 
go to the accounting department. The stores 
department might figure in this picture, too. This 
is another of those many cases where your own 
business and accounting set-up is the guide post 
for you to follow. If the receiving and store de- 
partments are not a part of the purchasing de- 
partment, then there is a need for additional 
copies of the form. If this is the case, then the 
quadruplicate would go to one of the above de- 
partments. 


Perhaps the most popular form for the smaller 
hospital is the triplicate, where the vendor gets 
the original, the purchasing department retains 
the duplicate, and the accounting or stores de- 
partment gets the triplicate. This might be al- 
tered if the accounting department does the post- 
ing of records where the purchase order form is 
necessary for that function. It should be men- 
tioned in this connection that any part of the 
purchase order form that is to be used by the 
receiving department should not show the quan- 
tities, nor should it show the prices of the goods 
to come in at a later date. The checking of in- 
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coming shipments is facilitated by this omission 
and the prices are of no concern to the stock or 
receiving clerks. 


Perpetual Inventory Card Record 


The next form to be consideerd is the perpetual 
inventory card record. The smooth operation of 
any purchasing department is dependent upon 
this form. From this card we get the vital infor- 
mation that we need every day of the week. It 
is the general opinion that this record can be used 
by a 50 bed hospital or a 5000 bed hospital. 


The physical characteristics are as follows: A 
visible binder type of system or the Acme or 
Kardex cabinet with drawers to hold the cards 
themselves should be used; the cards should be 
either a good ledger stock or a good card stock, 
but in either case they should be able to with- 
stand the erasures that are sure to be necessary ; 
the size of the cards should be 5 x 8—this seems 
to be more or less universal, not only for hospi- 
tals but for industry as well. 


There are advantages and disadvantages to 
both of these systems. The Acme or Kardex 
pocket card is the cleanest one to use. Its ap- 
pearance is always best since there is protection 
for the card itself. On the other hand the cabi- 
net is not readily portable. The drawers are not 
as easily handled when posting as the visible 
binder. The visible binder, while it does offer 
portability and better posting surface, does tend 
to be messy in spite of the various preparations 
that are supposed to prevent this from occurring. 
Your choice will be governed by your own judg- 
ment and your needs. Either system would meet 
the approval of sound business principles. 


Who uses this form? In the majority of cases 
the purchasing office is the only one who uses this 
form. There are instances where the stores de- 
partment uses the form when they have charge of 
the posting of the inventory records. In the 
smaller hospitals the purchasing office would do 
this work. 


What should this record show? First and of 
prime importance, this record must show all 
stock withdrawals. These withdrawals are taken 
from the requisitions of the using departments. 
By the use of departmental code symbols in post- 
ing requisitions to the inventory cards, it is al- 
ways possible to determine where, and in what 
quantities, a particular commodity is being used. 
Second, the card should show all stock additions 
by purchase or otherwise. Third, the balance on 
hand always shows if the card is up to date in 
posting. Then follows a series of details that can 
be, and are, incorporated on this card record: 
Date of order, order number, quantity, unit price, 
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date order is completed, quantities received and 
date of invoice. Examining of some of these card 
records will show you how complete they are and 
what a wealth of information can be had at a mo- 
ment’s notice. All information about the vendors 
who deal in the specific item at your command 
can be designated by the use of symbols. You 
may have as much or as little information as you 
like. Whatever your desire, there will be a card 
of some kind to fulfill it. 


Bin Card 


The bin card, about 414 x 8 in size, is used in 
connection with the perpetual inventory record. It 
is used in the storeroom itself and it is placed 
where the goods are. It should be printed on a 
very good and heavy card stock. It should have 
a reinforced eye so that it may be hung on a hook 
at the bin. It is ruled horizontally and vertically 
with columns for such information as the date, 
requisition number, amount of stock added, 
amount of stock withdrawn and the balance on 
hand. This card must agree with the perpetual 
inventory card in your office at all times. It is 
an added check on the storeroom employees. 
Weekly want lists can be made from these cards 
where they show the stock to be below estab- 
lished minimums. This type of record is not used 
generally but it has many advantages. 


Receiving Slip 


The receiving slip is used by the receiving de- 
partment who sends copies of it to various other 
departments interested on receipt of goods from 
the vendor. There are hardly any two who have 
the same size receiving slip. The preference 
seems to be for the 814 x 514 or 814 x 6. These 
forms should be printed in at least duplicate 
form. In almost all cases they are triplicate. A 
fair grade of bond paper is good enougt for this 
form, with the copies in color as usual. This 
form should show such information as the vendor 
from whom the goods was received, the order 
number, the requisition number, if any, quantity 
of goods received, description of goods, where 
goods are to be delivered, whether received in 
boxes, crates, barrels or packages, transportation 
charges if any, and other bits of information in 
accordance with necessity. It is not possible to 
trace the route taken by this form so that a pat- 
tern could be outlined here. The route must be 
worked out from your existing system and tied 
into it so that it will serve to the best interests 
of all concerned. One suggestion would be as 
follows: The original to go to the using and or- 
dering department (if such is the case) where it 
is signed by the department head. From here it 
travels back to the purchasing department. The 
duplicate stays in the receiving department for 
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their records. The triplicate stays with the mate- 
rial for check where needed. (This copy might 
go to the accounting department if there is no 
quadruplicate.) If there is a quadruplicate, it 
might go to the accounting department for check 
against the invoice. In some cases some part of 
the purchase order form is used for the purpose 
of a receiving slip. Where this system is used 
the quantities and prices should be excluded from 
that particular copy. 


Subsidiary Forms 


There are numerous subsidiary forms that may 
be used in the ordinary conduct of your business 
as purchasing agent. Many of these have no 
place in the system of the smaller hospitals but 
there are a few that might be of value. 


Requests for Quotation 


The request for quotation can be used by all of 
us and to good advantage. There is little or no 
standard size or shape or number of copies, but 
there should be at least two copies, the original 
and the duplicate. One of the chief features about 
this form is that there is always some phrase in- 
dicating that “This Is Not an Order” or “Inquiry 
Only.” It is repeated in various places. It con- 
tains the conditions of purchase in some in- 
stances, or at least a part of them. It is used in 


many cases for major repair work or building 
projects and so on. 


Change Order Form 


The change order form is used for the purpose 
of changing or revising an order that has been 
sent out in error. If specifications were typed 
wrong or if the amount was incorrect this form 
is used to correct the mistake before shipment is 
made. Such a form would also have a use in 
giving information. about wrong shipments or 
other errors in goods delivered to a using de- 
partment from stores. For many hospitals this 
form is not necessary. 


Return Slip 


The return slip is used as notification of the re- 
turn of goods that have been sent in error. For 
example, if a shipment of gauze came in and it 
was of the wrong thread count, this form would 
be used to notify the vendor of the return of the 
gauze with the reasons. This is another rather 
unnecessary form for the majority of us. 


Contract Form 
The contract form is used in.a few remote cases 
when it is necessary to contract for materials or 
supplies, a major building job or repair job. This 
kind of: purchase ‘is not frequent enough to jus- 
tify a printed form. This is especially true with 
the smaller hospital. 
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Invoice Form 


The invoice form is used by larger teaching 
hospitals, especially those connected with univer- 
sities or medical schools. The purpose of this 
invoice form is to provide a standard size and 
shape of invoice, all of which contain the infor- 
mation most valuable to any department who 
uses them. For example, many of the account- 
ing procedures are much easier when this invoice 
form is standard. It is obvious that the filing 
problem is considerably minimized. The usual 
technique for handling this form is that they are 
sent with the purchase order form to the vendor 
with full instructions as to how they should be 
filled out and returned. While it is admitted that 
this form is of considerable value, it is hardly 
worth while to smaller hospitals. 


Invoice Register 


In many instances the invoice register is used 
to record all incoming invoices. They are usually 
814 x 11 in size and contain in general the fol- 
lowing information: Name of the. vendor, 
amount of the invoice, date the invoice was sent 
by the vendor and received by the purchasing 
department, requisition number, order number, 
discount due date, approval by ordering depart- 
ment with the date of the same and the date the 
invoice was returned to the purchasing depart- 
ment. Acceptance of this particular form in the 
smaller hospital is dependent entirely upon the 
needs of the accounting department. 


Telephone Order Slip 


The telephone order slip is a very small, 3 x 5 
or 4 x 6, form that is used for the purpose of re- 
cording an order that is telephoned in to the 
vendor by the purchasing agent. Frequently an 
order is placed by phone and for one reason. or 
another it is not followed by the usual typewrit- 
ten purchase order simply because someone for- 
got the order was telephoned. This little slip 
contains information that is later transmitted 
into the typewritten purchase order. 


It is obvious that it would be impossible to 
cover every conceivable type and kind of record 
used in the various hospitals, but remember that, 
regardless of the size of your hospital, you must 
have, (1) a requisition form that will tie into your 
accounting system, (2) a purchase order form 
(you should never write an order on a “letter- 
head”), (3) some form of perpetual inventory rec- 
ord, and (4) some form of receiving slip, either 
a regular printed form or a part of the purchase 
order form. These are the real essentials. 

(Part II will be published in the December 
issue.) 
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Training X-Ray Technicians 


L. HENRY GARLAND, M.D. 


person trained by and assisting a radiolo- 

gist in the production of radiographs of 
living human beings, or assisting in the care and 
handling of radiation therapy patients.” In the 
early days of radiology a radiograph constituted 
the entire x-ray examination; a good radiograph 
meant a good examination, and a poor one a poor 
examination. Under these circumstances, the tech- 
nical aspects of the x-ray examination seemed of 
greatest importance. Since those days, it has be- 
come realized that a radiograph alone does not 
constitute an x-ray examination. If you had a 
questionable cancer of the stomach, what would 
you consider to be an x-ray examination? A col- 
lection of x-ray films or an examination by an 
experienced physician, trained in radiology? You 
would probably prefer the examination by a 
trained physician. That is to say, you would pre- 
fer having the radiologist make a brief clinical 
examination, decide what fluoroscopic or radio- 
graphic procedures were indicated, complete those 
procedures and interpret the findings in the light 
of your history and clinical condition. This group 
of procedures constitutes an x-ray examination; 
a set of radiographs, however perfect, does not. 
The reason for stressing the adequate examination 
rather than the films arises from the fact that 
many persons mistake the shadow for the sub- 
stance. It is actually better in many instances to 
have no examination at all than to have one con- 
sisting merely of some radiographs, “interpreted” 
by a person without training or experience. 


A N X-RAY technician has been defined as “a 


The aim of a physician or institution offering 
training courses for x-ray technicians is to pro- 
duce persons capable of doing competent radio- 
graphic work, irrespective of whether that work 
is civilian or military, or conducted in hospitals, 
clinics, or offices. The fundamental problem is the 
same under any circumstances. If the person has 
an adequate knowledge of anatomy, x-ray tech- 
nique, and dark room procedure, if he has a rea- 
sonable amount of common sense and human kind- 
ness, he can become competent in handling radio- 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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graphic cases whether ambulatory, wounded, bed- 
ridden, sick or crippled. 


In the following paragraphs, the qualifications 
of candidates and the general type and plan of 
instruction will be discussed. The average train- 
ing period should be one year, although it takes at 
least two years for a technician to acquire ade- 
quate experience. However, in times of emer- 
gency, adaptable persons may be trained in as 
short a period as four months. 


General Provisions 


Candidates for training as x-ray technicians 
should be high school graduates or graduate 
nurses. They should be of average height and 
weight, in good health and with a pleasant per- 
sonality. It is desirable that the candidate pre- 
sent evidence that his or her lungs and bone mar- 
row are in good shape before commencing train- 
ing (that is, have a roentgen examination of the 
chest and clinical laboratory examination of the 
blood). The course should be of not less than one 
year, full time, and with a vacation period of from 
two to four weeks. It should be given in connec- 
tion with an approved medical institution or x-ray 
office, and under the direction of a Diplomate of 
the American Board of Radiology, that is, a rec- 
ognized, certified radiologist. 


Outline of Instruction 


The course of instruction should begin as an 
apprenticeship, the first week being spent observ- 
ing the work in the dark room and the ordinary 
radiographic room. Following this, a period of 
weeks should be spent in dark room work, doing 
film loading, processing, drying and clipping films 
and inserting them in the proper envelopes. This 
work should be performed under the direction of 
the senior technician. Since the dark room is the 
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heart of an x-ray department, this preliminary 
training cannot be overemphasized. 


Evening studies should then begin, using stand- 
ard elementary texts on x-ray technique such as 
those by McNeill, Reinhart, and others. Periodic 
lectures by the director and his chief assistant 
should be given, in order to teach the trainee the 
elementary points of physics and electricity, chem- 
istry and photography, anatomy and physiology, 
and the handling of patients who are diseased or 
injured. Brief quizzes or examinations by the 
radiologist or the chief technician should be given 
at regular intervals. If time permits, the actual 
instruction and operation of x-ray machines in 
general should be outlined as well as the elements 
of emergency repair in case of breakdown. Elec- 
tric and radiation hazards should be stressed, and 
the technician given first aid instruction in treat- 
ing patients suffering from electrical shock. 


In from three to six months, depending upon 
the aptitude of the trainee and the time at the 
disposal of the director, actual radiographic tech- 
nique should be commenced, the trainee making 
a demonstration set of films of the more common 
parts of the body, after being shown what the 
appearance of a satisfactory set of films of those 
parts would be. The director or chief technician 
should have on file a satisfactory set of roentgeno- 
grams of each common region of the body in order 
that the trainee may understand what he is at- 
tempting to do in his radiographic technical work. 


The trainee should be shown how to assist the 
radiologist at fluoroscopic examinations and how 
to make special examinations with the portable 
unit either at the bedside or in the surgery. The 
preparation of dark room chemicals and special 
solutions used in connection with examination of 
the gastro-intestinal tract and other regions, the 
principles of sterilization of syringes and needles 
and so forth, should then be shown. It is desirable 
that every x-ray technician be able, at least in 
emergencies, to take shorthand, type reports, and 
file records. In short courses, there will not be 
sufficient time to teach such x-ray office routine, 
but, at least for civilian practice, it is desirable 
that such be always taught during regular long 
courses. The trainee may attend evening classes 
in elementary shorthand and typing during the 
last few months of the course. 


The final portion of the course should consist 
of instruction by the director in the relation of 
the technician to the medical profession, the hos- 
pital authorities, the public, and, above all, to the 
patient entrusted to his or her care by the radi- 
ologist. The conscientious trainee will rapidly ap- 
preciate that he takes part in a medical service 
and, like other professional persons, should be 
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guided by ethical considerations rather than com- 
mercial ones. The competent trainee will realize 
that he or she bears the same relation to the ra- 
diologist in this work as the surgical nurse does 
to the surgeon in his work. Just as the general 
nurse should not discuss disease or diagnosis with 
the patient, so the x-ray nurse or technician 
should not discuss the diagnosis or interpretation 
for the patient. The making of an x-ray film is 
a medical procedure, part of a medical examina- 
tion, directed toward making the most accurate 
possible diagnosis of a given condition. If the 
roentgenograms are well-interpreted, they may be 
of great and indeed crucial value to the patient 
and his family doctor; if incorrectly interpreted, 
they may not only be worthless but actually mis- 
leading. 


The director of x-ray training courses has a 
serious responsibility. He should select for train- 
ing only such persons as appear suitable for this 
type of work. The early weeks of the course 
should be regarded as probationary, after which 
those not adapted should be dropped from the 
course. The director should aim to produce tech- 
nicians so trained that he would not hesitate to 
employ them himself. 


The handling of patients who are sick and in- 
firm (such as are found in a county relief home) 
is considerably different from that of ambulatory © 
patients. The intelligent technician will soon ap- 
preciate this fact, and the director will emphasize 
the different methods of handling and the differ- 
ent techniques that are necessary for such cases. 
Technicians are apt to learn from their own eve- 
ning study and from periodic quizzes by the di- 
rector of the department as much if not more 
than they could be taught by formal lectures fur- 
nished in addition to the actual apprentice train- 
ing in the department. It is not desirable that the 
ordinary trainee be burdened with formal lectures 
in physics, electricity, or advanced anatomy. 


Radiation Therapy Technique 


i inally, the handling of patients undergoing ra- 
diation therapy, either by x-ray or radium, re- 
quires considerable tact and common sense. No 
hard and fast rules can be laid down, but strict 
attention and observation during the course of 
training will equip the intelligent person to handle 
this phase of x-ray technique in a satisfactory 
manner. The technician will assist the radiologist 
in his therapeutic work, as the surgical nurse as- 
sists the operator in the surgical theatre. 


Special Courses—Registration 


After the regular course of training, the tech- 
nician may desire to specialize in certain divisions 
of x-ray technique such as those pertaining to 
neuroradiology (encephalographic and ventriculo- 


79 





graphic technique), urological radiology and other 
special phases. Space does not permit detailing 
these aspects of the problem at the present time. 


Further, the technician may desire examination 
and certification by the American Registry of 
X-ray Technicians. Application forms and infor- 
mation regarding this may be secured by com- 
municating with the Registry, care of the Radio- 
logical Society of North America, Syracuse, New 
York. 

Summary 


The radiologist or institution contemplating 
training technicians should attempt to train only 
persons who are either nurses or who have had 
two successful years of college. The training 
should be done in the x-ray office or department 
under the direction of the radiologist. The fun- 
damentals of dark room technique, elementary 
anatomy, and basic radiographic technique should 


be rapidly taught, and should be studied out of 
elementary texts in the evening hours. Periodic 
talks or instruction by the director and the chief 
technician in the department are preferable to 
formal lectures. One of the best methods of show- 
ing the ideals for which a technician should strive 
is by means of an elementary teaching file of cor- 
rectly made radiographs. Finally, the trainee 
should be taught that x-ray technique is only part 
of an x-ray examination or medical treatment, 
which, in turn, is only one phase of the entire 
medical care of a given patient. 
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Existing Water Type Fire Extinguishers Effective on Light 
Magnesium Incendiary Bombs 


Assurance that certain existing types of fire 
extinguishers can be used effectively to cope with 
light magnesium incendiary bombs has been given 
by the Factory Mutual Laboratories of Boston. 
After exhaustive tests were made under a variety 
of conditions on actual bombs, Arthur B. Guise, 
engineer in charge, announced that water-filled 
and soda-acid types of extinguishers, common in 
the majority of industrial plants, large mercantile 
establishments, institutions and public buildings 
can be used to great advantage to control incen- 
diary bomb fires. 


“A solid stream of water from any source, when 
applied directly to a burning magnesium bomb, 
causes an explosive reaction, sending particles of 
metal for distances from ten to twenty feet. But 
a spray may safely be directed upon the bomb, 
greatly reducing the time of its burning and wet- 
ting down the area around the bomb to restrict 
the spread of fire. 


“This spray can be produced from water-filled 
or soda-acid fire extinguishers by inserting the 
ball of the thumb into the stream. The adjustable 
nozzle of a garden hose or the English type stir- 
rup pump also will produce a spray. 


“There is considerable difference in the prac- 
tical effectiveness of various sprays. The reason 
that the spray from the English stirrup pump is 
not the best is principally its limited volume and 
range. A more effective spray is one consider- 
ably coarser, because the coarse spray has better 
range and penetration through fire drafts and a 
greater wetting effect on surrounding combusti- 
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To produce the coarse spray that is effective on burning 

magnesium bombs, the operator places his thumb over the 

orifice of the nozzle of a soda-acid fire extinguisher. Re- 

moval of the thumb instantly gives the operator the normal 

solid stream to direct upon fire in ordinary combustibles 
that may be started by the bombs. 


bles. A suitably coarse spray is that produced 
from any water-filled or soda-acid fire extinguish- 
ers by ‘thumbing’ the jet.” 
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Trial Balance Difficulties? 


ROBERT H. REEVES 


trial balance of accounts receivable subsidiary 

ledgers. The factors which often cause diffi- 
culties in obtaining trial balances of the accounts 
receivable subsidiary ledger usually are not pres- 
ent in the taking of trial balances of other sub- 
sidiary ledgers or of the general ledger. 


If there is one most important element in our 
trial balance procedure it is the posting tray used 
to hold our ledger cards. This tray is designed 
primarily for ledger cards that are posted on book- 
keeping machines and, consequently, this article 
should be of most interest to hospitals that do 
their accounts receivable bookkeeping on some 
type of machine rather than with pen and ink. 


Tos discussion deals only with the subject of 


Controlling Borrowed Accounts 


Some years ago we experienced difficulty in tak- 
ing trial balance because several employees would 
borrow accounts and it was not possible to be cer- 
tain that every account was replaced before trial 
balance day. After trying various methods of 
controlling these borrowed accounts it was de- 
cided to make one person responsible for the tak- 
ing of trial balances and to give him sufficient au- 
thority to carry out the responsibility. The per- 
son selected was the hospital accountant. 


Our first decision was that no person should 
borrow an account without the knowledge of the 
accountant. Since accounts had to be available 
for reference every day and every evening, we 
searched for a loose-leaf ledger posting tray that 
would permit reference to accounts but that would 
not permit unauthorized borrowing of them. Such 
a tray was found and a sufficient number was pur- 
chased to hold all the ledger cards. That was four 
years ago and ever since the matter of borrowed 
accounts missing on trial balance day has been 
eliminated. 


Type of Loose-leaf Ledger Posting Tray Used 


The principle on which the tray is constructed 
is very simple. Each tray will hold about 800 ac- 
counts, although it is found to be more convenient 
to place not more than 600 accounts in any one 
tray. At the bottom of the tray are two bars the 
width of the tray, one located at the front, the 
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other at the back. A rod extending from the front 
to the back is permanently built into the tray. 
The front half of this rod is threaded in one direc- 
tion and the back half in the opposite direction. 
This rod passes through threaded sections of the 
bars described above. A special winding key is 
inserted in an opening in the front of the tray. 
This key firmly grasps the rod and when the key 
is turned in a clockwise direction the rod draws 
the two bars towards the center of the tray. These 
bars squeeze the ledger cards together and when 
the winding key has been turned sufficiently the 
ledger cards are safely secured in the tray. Of 
course the bottom of the ledger card against which 
the bars are pressing is not visible. For this pur- 
pose our ledger card reserves one and three-quar- 
ters inches at the bottom, although this allows 
leeway for one or two extra postings below the 
usual stopping position in the event the bookkeep- 
ing machine operator does not realize she is near 
the bottom posting limit of the ledger card. 


Each tray is equipped with a hinged metal plate, 
the size of the ledger card, located at the front of 
the tray, together with a similar plate located at 
the back of the tray. Normally these plates are 
in an upright position, although they may be 
quickly dropped to any of three other positions, 
the lowest being an angle of about seventy-five de- 
grees from vertical. These plates hold the ledger 
cards permanently upright and yet permit easy 
reference to every posting on any card. 


There is only one winding key and that is in 
the possession of the bookkeeping machine oper- 
ator. No tray can be unlocked to permit removal 
of a ledger card except by this person. She re- 
moves ledger cards from trays for the purpose of 
posting debits and credits. After posting is com- 
pleted she locks the cards in their proper trays. 
Not more than one tray is unlocked at a time. 
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Loose-leaf ledger posting tray 


The cashier, who is located in an adjoining of- 
fice, fastens charge tickets and carbon copies of 
cash receipts to the proper ledger cards with paper 
clips. All trays normally are located in the 
cashier’s office except when one may be in use for 
posting. The bookkeeping machine operator can- 
not leave her machine if she is using an unlocked 
tray unless one or the other of her two co-workers 
agrees to watch the tray to prevent the removal 
therefrom of any ledger card. These two co-work- 
ers are the accountant and his assistant. The 
three have trained themselves to see a tray as 
holding the equivalent of a stack of currency 
valued at about $20,000.00 rather than merely sev- 
eral hundred ledger accounts. 


Copy or Record Placed in Posting Tray for a 
Borrowed Account 


If the hospital administrator desires to inspect 
an account in his office the tray holding that ac- 
count is placed on his desk. Should it be neces- 
sary to send an account outside the hospital, for 
instance, in response to a subpoena, an exact and 
complete copy is prepared and marked “copy” and 
locked in the tray in place of the original account. 
A notation is made on the copy showing where 
and when the original account was delivered. In 
this way it is possible for any authorized person 
to inspect accounts, and it is possible to send an 
account out of the hospital. The important con- 
sideration, however, is that the person with the 
key has physical control of all accounts, and will 
not allow any account to pass out of her control 
except within the rules outlined. Thus at all times 
we have absolute control over all accounts. 


Methods of Handling Accounts 


Some of the actual details of our methods of 
handling accounts and of taking monthly trial bal- 
ances may be of interest. Three other persons 
work in the same office with the cashier. In the 
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course of their work these four persons perform 
various duties that require frequent reference to 
certain ledger accounts. For this reason the ac- 
counts are divided into several different sections, 
each of which is a complete alphabet of its own 
class of account. One tray holds accounts of pri- 
vate patients in the hospital, another holds ac- 
counts of ward patients in the hospital. These 
trays are used repeatedly by the cashier and are 
usually located near the cashier’s window except- 
ing when one of them is being posted on the book- 
keeping machine in the next office. 


When subscribers and dependents of the non- 
profit hospital insurance plan are discharged from 
the hospital their accounts are placed in the “hos- 
pital insurance” tray. The insurance plan pays 
the hospital once a month for accounts of patients 
discharged during the preceding month. Having 
these accounts in one tray greatly facilitates post- 
ing the cash credits to the proper accounts neces- 
sitated by the receipt of the monthly check. 


Accounts of welfare patients are transferred to 
the “pending” or the “accepted” tray when they 
are discharged from the hospital. Accounts are 
transferred from the “pending” to the “accepted” 
tray when the hospital is notified of the accep- 
tance of an account by the proper welfare authori- 
ties. The accepted accounts are paid monthly, and 
having them in one place simplifies the task of 
posting the cash credits upon receipt of the 
monthly checks from the various governmental 
subdivisions. Having the pending welfare ac- 
counts in one tray makes it easy to follow up these 
accounts to be sure that the welfare authorities 
render a decision in every case and that no case 
gets “buried” in their files. When a pending case 
is not accepted it is transferred to the “regular” 


tray and its collection becomes the responsibility 


of our collection department. 





EXHIBIT 1 


Femme 2 tone 2h 
Ts 


Sample of ledger card used. The bottom of this card (one 
and three-quarter inches below the black lines at bottom 
of cut) is not visible when placed in tray. 


HOSPITALS 





'— @Oeerroetoiscd @® & 














Every ward patient, excepting welfare, who is 
discharged and owes a balance on his account, is 
expected to make a definite plan at the time of 
discharge for the payment of the balance. All 
such accounts are placed in the “regular” tray 
and are followed to their conclusion by our collec- 
tion department. Each month a statement is 
mailed by the hospital for every account in the 
“regular” tray. The mailing of these monthly 
statements, which is an important element in our 
collection follow-up procedure, is thus simplified 
by not including in the “regular” tray any ac- 
counts that should not receive statements, such as 
pending welfare, hospital insurance, and certain 
others that will be described. 


It is our aim to have no private patient owe the 
hospital any balance at the time of his discharge. 
This is not always possible. In such cases we 
endeavor to have the patient transfer his liability 
to one of the local banks, the majority of which 
are willing to handle these transactions. We have 
a supply of these banks’ notes which we ask the 
patients to sign. The hospital endorses all such 
notes, receives from the bank a substantial part 
of the money promptly, and receives the balance 
when the patient completes his payments to the 
bank. (The rate of interest the patients pay on 
these notes is very reasonable.) All these ac- 
counts are carried in the “collector” tray and do 
not receive monthly statements from the hospital. 


The accounts of compensation patients are 
transferred at discharge to the “compensation” 
tray, and these are billed monthly to the insur- 
ance carriers, or to the employers in cases where 
they are self-insured. 


Three of our laboratories do considerable service 
for private ambulatory patients. These accounts 
are placed in the “private outside” tray and are 
billed each month on billheads of the respective 
physicians who are in charge of these three de- 
partments. 


As circumstances have changed in the past we 
have created new sections or alphabets of accounts 
and have consolidated or abolished others. The 
decision in each case is based on a desire to plan 
the work of each member of the department for 
his greatest convenience without creating undue 
interference with the work of another. 


The status of accounts is always changing. Ac- 
counts are often transferred from one class to an- 
other. On discharge, a ward patient’s account may 
be filed in “pending,” from where it may be moved 
to “accepted” or to “regular.” It may even be 
moved out of “regular” into “collector.” A few 
accounts in the “collector” tray of patients who 
default with the bank are transferred to the “regu- 
lar” tray. A hospital insurance patient may owe 
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Loose-leaf ledger posting trays, showing one locked 
with special winding key inserted 


a balance upon discharge; after the insurance plan 
pays its share the account is moved from “hospital 
insurance” to “regular.” 


Controlling Account 


Public accountants and some hospital account- 
ants prefer to maintain more than one controlling 
account when the number of open accounts is in 
the thousands. This is based on the theory of 
“localization of error” and is intended to simplify 
trial:balance taking. Thus it is not necessary to 
look for errors in any tray that agrees with its 
own controlling account. This method of control 
works best when there is a comparatively small 
number of transfers of accounts from one tray to 
another. It is believed that the effort required 
to maintain several controls in our hospital would 
be out of proportion to the resulting benefits, due 
to the large number of transfers that we find it 
expedient to make. We, therefore, carry only one 
accounts receivable control. 


Trial Balance Day 


The aim on trial balance day is to add all the 
accounts accurately in the shortest time possible. 
While this is being done no accounts are trans- 
ferred. In order not to hold up the regular flow 
of work longer than is necessary we must be sure 
that every tray is added correctly. We have found 
the best way of accomplishing this is not to check 
the adding machine tape with the ledger accounts, 
but to have two persons add each tray. Many 
subtotals are taken in each tray and by this means 
it is quite simple to locate the errors that occur 
in the adding machine tapes and correct them. 
When the two tapes of any tray agree it is rea- 
sonably certain that that tray is added correctly. 
The tray may then be released to any person 
whose work requires reference to it, except that 
accounts are not transferred from one tray to an- 
other until the trial balance is complete. 


Several persons in the department add the trays 
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on trial balance day so as to speed up the process. 
Three adding machines are kept busy until the 
trial balance is finished. The day that best suits 
the convenience of all these persons is the third 
Tuesday of each month. Monday is always a very 
busy day and each day after Tuesday is the occa- 
sion of someone’s half day. During the first half 
of the month everyone is too busy to take time 
out for trial balance. With the control figures 
being accumulated daily by the bookkeeping ma- 
chine there is no necessity for taking trial bal- 
ance on the first of each month. It is possible to 
take it on any day of the month and we do it when 
it is most convenient to all. 

The public accounting firm that makes our an- 


nual audit plans to take accounts receivable trial 
balance the same day we do. We add each tray 
once and release the tray with its adding machine 
tape to the auditors. They in turn add the tray 
and make the corrections of the tapes. They re- 
tain each tray until they have added the last one. 
In this way they have control and custody of every 
tray at the conclusion of their trial balance, and 
substituting or transferring accounts by hospital 
employees is not possible after a tray passes into 
the hands of the auditors. The tapes furnished 
by our employees are of considerable help to the 
auditors, for through repetition of the job each 
month our employees become exceedingly profi- 
cient in adding the accounts. 





Bacon Library Receives Valuable 
Collection 


The Bacon Library of the American Hospital 
Association is in receipt of a very timely and 
valuable collection of nursing texts published and 
presented by the F. A. Davis Company, Philadel- 
phia, Pennsylvania. 


This gift will be much appreciated by the users 
of the Library, as it is only by such generosity 
that the Library is able to keep its shelves up to 
date with the latest books of interest to the hos- 
pital and nursing field. 


The list of books in this gift is as follows: 


BIDDLE, Chemistry for Nurses (with Laboratory Man- 
ual) 2nd edition 


(This may be obtained without the Laboratory Man- 
ual included if it is desired) 


BIDDLE, Chemistry in Health and Disease 

BENNETT, Psychiatric Nursing Technic 

DiETZ, Professional Adjustments, I 

DiETZ, Professional Adjustment, II 

EARLE, Laboratory Manual in Anatomy and Physiology 

MoRISsON and FEGAN, History of Nursing Outline 

FELTER and WEsT, Surgical Nursing, 2nd edition 

GOTTEN and WILSON, Neurologic Nursing 

JUNG, BENJAMIN and EARLE, Anatomy and Physiology, 
new 2nd edition 

LONGLEY, Laboratory Manual in Bacteriology 

MITCHELL, Food in Health and Disease 

Morris, Manuscript Writing 

PIETTE and WHITE, Microbiology, Pathology and Nurs- 
ing 

RAFUSE, Lesson Guide and Tests in Gynecology 

RAFUSE, Lesson Guide and Tests in Obstetrics 

REILLY, Night Nursing 

SINCLAIR, Microbiology and Pathology 

STEELE, Psychiatric Nursing 

TABER, Cyclopedic Medical Dictionary, indexed 

THOMAS, Foods of Our Forefathers 

WooDWARD and GARDNER, Obstetric Management and 
Nursing 

LONGHURST, Tuberculosis Nursing 

Botgs, Outlines in Eye, Ear, Nose, and Throat Nursing 

STEHMAN, Arithmetic 
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GALLOWAY, Handbook of Laboratory Technic 
GAGE and LANDON, Communicable Diseases 


It is interesting to note that both Piette and 
White and Sinclair’s MICROBIOLOGIES may be 
obtained without the inclusion of the pathology 
section if it is so desired. However, many schools 
are finding it more advantageous to include the 
elementary pathology within the microbiology 
texts, thus providing a more economical text in 
the two subjects and giving the students the ele- 
ments of pathology which are increasingly neces- 
sary. 


Coming Meetings 
1941 


November 6—Nebraska Hospital Association, Grand 
Island 

November 8-9—Association of California Hospitals Mid- 
Year Meeting, Fresno 

November 10—Public Hospitals Section, Association of 
Western Hospitals Mid-Year Meeting, Fresno 

November 12-183—Kansas Hospital Association, Topeka 

November 13—Colorado Hospital Association, Denver 

November 13-14—Oklahoma Hospital Association, Okla- 
homa City 

December 4—Utah Hospital Association, Salt Lake City 

1942 

January—Wisconsin Hospital Association, Milwaukee 

February 26-28—Texas Hospital Association, Houston 

March 11-183—New England Hospital Assembly, Boston 

March 20—Louisiana Hospital Association, Shreveport 

April 8—Tennessee Hospital Association, Memphis 

April 9-11—Southeastern Hospital Conference, Mem- 
phis, Tennessee 

April 13-16—Association of Western Hospitals, Seattle, 
Washington 

April 15-17—Hospital Association of Pennsylvania, 
Pittsburgh 

April 21-23—Ohio Hospital Association, Columbus 

April 23-24—Mid-West Hospital Association, Kansas 
City, Missouri 

April 27-29—Iowa Hospital Association, Des Moines 

May 6-8—Tri-State Hospital Assembly, Chicago 

May 21-23—Hospital Association of the State of New 
York, Buffalo 
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The Hospital Medical Library 


DONALD C. GEIST, M.D., F.A.C.S. 


agers of the Pennsylvania Hospital a book en- 

titled ‘An Experimental History of the Materia 
Medica” by William Lewis, F.R.S., with the state- 
ment that it was “for the benefit of the young stu- 
dents in Physic who may attend under the Direc- 
tion of the Physicians.” The following year, 1763, 
the medical staff informed the Managers that they 
proposed to devote the fees from their students 
to the purpose of buying books and establishing 
a medical library. Thus there was founded in 
this country the first hospital medical library. 
Progress has continued but there have been many 
difficulties and much remains to be accomplished. 


Medical Libraries in the United States 


There are in the United States, today, eight 
large medical libraries with 100,000 volumes or 
more, three of these being in the city of New 
York. Our own Library of the College of Physi- 
cians and Surgeons of Philadelphia is the fourth 
largest with 176,000 volumes. Numerous smaller 
libraries have been developed so that today there 
are many state, city, county and private organiza- 
tions. Almost all of the medical teaching institu- 
tions have libraries of moderate or large size. 
However, in the smaller hospitals the number of 
these is not great and in many instances their 
organization and development is poor. It is here 
that greatest progress must be made in the future. 
A great part of the medical care of this nation 
is in the hands of the physicians working in these 
hospitals, many of whom have little material at 
hand for their further help and education as well 
as the pursuit of the daily duties of their pro- 
fession. 


The Need of Medical Library Facilities 


One of the hindrances in this project has been 
the failure of doctors and hospitals to appreciate 
the need of library facilities. It has been said 
that good books are the necessary tools of the 
good physician and that he should learn to use 
them with the same ease and success as he does 
his stethoscope or scalpel. The following remarks 
were made by Doctor Vincent at the fiftieth an- 
Niversary of the Boston Medical Library in 1926. 


|: 1762 Dr. John Fothergill sent to the Man- 


“A medical group which works with little 
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or no reference to books and journals suffers 
serious limitations. Without* knowledge of 
what others have discovered, daily experience 
cannot be resourcefully interpreted. Avoid- 
able mistakes, waste and duplication of med- 
ical effort are inevitable. Doctors become vic- 
tims of empiricism and routine; imagination 
and initiative lack stimulus; enthusiasm and 
energy decline; minds grow sterile that under 
the quickening influence of the recorded ex- 
perience of others might have been fruitful.” 


The late Dr. Harvey Cushing in an address at 
the opening of the Cleveland Medical Library in 
1926 said, 


“The soul of an institution that has any pre- 
tense to learning comes to reside in its 
library ; and no less well may one gauge the 
quality of a medical school, of a hospital, of 
a laboratory, of the individual doctor himself 
than by the condition of its library.” 


Dr. Jonathan C. Meakins, in an address at Lew- 
iston, Maine, stated that he believed his medical 
colleagues could be divided into three groups as 
regards their medical reading habits. It is inter- 
esting to note the last of these divisions of which 
he says, 


“Then, finally, there are those who never read 
or practically never. For these there is little 
hope. It is in the nature of things that they 
cannot keep abreast of the times.” 


He adds later in his talk the following, 


“The last word will never be written nor 
spoken and he who feels himself complete in 
knowledge has indeed ceased to learn.” 


It follows that the present day physician must 
continue his studies and reading for the duration 
of his medical life if he is to properly progress 
in his work and give to his patients the necessary 
advice and care. The more his daily experiences 
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are reviewed in the medical literature and the 
closer he correlates them with those of others in 
his profession the greater will be his success. 


The Value of Collateral Reading 


Present day internships are looked upon as the 
fifth year of one’s medical education. The ma- 
jority of young doctors have been taught the ne- 
cessity and value of collateral reading, thorough 
reference work and additional investigative read- 
ing. They come to the hospitals of their choice 
with these ideals and it is a great disappointment 
to them if library facilities are not available. Not 
only is it a disappointment but it decreases their 
value to the hospital, their patients, and the med- 
ical staff under which they work. If the hospital 
will not do its best to establish such accommoda- 
tions then it must be prepared to suffer in the 
calibre of young men who will come to it as in- 
terns. It is my opinion that interns earnestly 
desire and appreciate a good library and that the 
value of their work is enhanced when they are 
given the facilities to correlate their clinical work 
and medical reading. 


This is also true of the student and graduate 
nurse but to a lesser extent. The demands made 
upon these young women today require a good li- 
brary and the opportunity to use it. They have 
a further disadvantage in that, usually, their edu- 
cation has not trained them in the necessity and 
value of such pursuits. A suitable library and 
a trained librarian can be of inestimable value to 
these nurses. 


Medical Libraries in Graduate Medical Education 


The need for medical libraries has been well 
appreciated by the medical organizations in this 
country which are concerned with the progress of 
the hospital and doctor. The Council on Medical 
Education and Hospitals of the American Medical 
Association requires that such libraries must be 
a part of the hospital if it is to be approved for 
intern training. In addition the same organiza- 
tion states that if the hospital is approved for 
special residencies then its library must be equip- 
ped for such residencies. These requirements and 
suggestions for their arrangement have been re- 
peatedly stressed in the Journal of American 
Medical Association where they have been pub- 
lished in outline form. The Canadian Medical 
Association has practically the same requirements. 
The American College of Surgeons has arranged 
similar standards and suggestions. In the Bulletin 
of that organization for April 1941 the Minimum 
Standard for the Hospital Medical Library is de- 
scribed together with full discussion of essentials 
and suggestions as to how they may be carried 
out. The American College of Surgeons has also 
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stressed the further need of these facilities if the 
hospital is going to play a part in graduate med- 
ical education. 


The satisfaction of this requirement is, how- 
ever, not as simple as the appreciation of its need. 
This is especially true of the smaller hospitals 
where funds as well as space and personne! are 
limited. The aphorism that half a loaf is better 
than none is applicable here. Certainly, a small 
reference collection under willing supervision is 
better than nothing at all. Efforts at compromise 
plans are being made at all times so that where 
there is a will, a way will be found. 


What the Medical Library Should Be 


A brief review of the necessities for such read- 
ing facilities seems worth while at this point. A 
library must not be simply a collection of books 
and papers but a proper arrangement of such 
works so that they are readily and easily usable 
for the individuals whom it is to serve. It should 
contains a basic, well selected, useful collection of 
medical textbooks and reference works. A good 
selection of current journals is essential. These 
should be arranged so as to cover both general 
medicine and the specialties. The American Med- 
ical Association and the American College of Sur- 
geons have published suggested lists of books 
and journals suitable for the small hospital li- 
brary. Their number must of course vary with 
the funds and space available. Suitable indices 
must be available in every library and such gen- 
eral literature as is needed for collateral reference 
is to be included. 


The collection should be housed in a convenient, 
pleasant portion of the hospital where it is readily 
available and where it may be used with peace and 
quiet. Librarians have suggested that this room 
be on the administrative floor where the physi- 
cians enter. It seems to me that in the case of 
smaller hospitals it might be wiser to place it on 
a patient floor where, as problems occur, the physi- 
cian may be reminded as he passes it of the need 
for its use. This has been the plan at Misericordia 
Hospital and we have found it advantageous. The 
location, however, will depend on the space at 
hand and the readiness with which it may be 
arranged in that particular institution. Some 
suitable means of classification and cataloging is 
necessary to make any library usable. Librarians 
agreed that the Dewey decimal] system is not good 
for a medical library especially if it is part of a 
small hospital. The Boston Medical Library 
method or the Cunningham classification seems to 
be the most feasible. Dr. William D. Inlow, in 
an article on the “Organization of the Small Hos- 
pital Library” has suggested a classification which 
appears to be quite simple and readily usable. It 


HOSPITALS 








—_— ee ee 


eo 9° oO = co? fF =| 


Fe ge OE en on EE oe, ll « o ME on ot cee EE ce 9 


—e 


SS we cer |} 

















is important to remember that the one selected 
must be easily followed even by an untrained li- 
barian for in many hospitals it is impossible to 
have a fully trained, full time person. 


Library Hours 


The arrangement of library hours should be 
such as will make it possible for doctors and 
nurses to use it. Evening hours are frequently 
best for these individuals as they are too busy 
through the day to be available. Many hospitals 
have neglected this fact. The American College 
of Surgeons has suggested that the library be open 
at least eight hours daily and that at other times 
the keys be available to anyone wishing to use it. 


The Medical Librarian 


The personnel of these organizations is of ut- 
most importance. The value of good training is 
of no less significance in the case of a librarian 
than ina physician. The ideal arrangement is the 
employment of a well paid, full time medical li- 
barian. It is obvious that in many institutions 
this is an impossibility. If this is true the next 
best arrangement is to have a part time librarian. 
Those hospitals that cannot arrange for this can 
best solve their problem by placing their library 
in the hands of the medical record’s department 
or a trained volunteer worker. The great advan- 
tages which accrue with a trained, full time li- 
brarian seem to me to warrant any sacrifice that 
may be made to secure one. 


The Staff Library Committee 


The formation of a staff library committee in 
association with the librarian has been recom- 
mended by both the American College of Surgeons 
and the American Medical Association. This com- 
mittee should be a permanent one and it should 
play a large part in the support, development, and 
progress of a medical library. The members of 
this committee should be physicians who are in- 
terested in medical literary accomplishment, books, 
journals, manuscripts and all of those things which 
stimulate library interest. In many of the large 
medical libraries there is a group known as the 
“Friends of the Library” which serves to stimu- 
late interest. The staff committee mentioned here 
should serve in like capacity. It must also be ma- 
terially concerned and see to the securing of books, 
journals, and manuscripts and the financing and 
organization of the library. The success of a hos- 
pital medical library will largely parallel the ac- 
tivity and enthusiasm of such a group. 


Financing the Library 


The financing of all of these ideas is a serious 
problem for the hospital administrator, whose 
difficulties in such matters are usually sufficiently 
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great. If it is possible the financing of the library 
is best made a part of the regular hospital budget. 
This is impossible for many institutions and vari- 
ous combinations are available. Some of these 
are suggested by the American College of Sur- 
geons, such as, (1) the room and librarian sup- 
plied by the hospital and the books and journals 
by the staff, (2) the room and journals by the 
hospitals and the librarian by the staff, and (3) 
the room alone by the hospital and the books, 
journals and librarian by the staff. The women’s 
auxiliary may be prevailed upon to secure funds 
for such a project. The donation of books and 
the like by interested people helps greatly to de- 
crease actual money needs. It is true that many 
times their gifts may be of little use but often 
they may supply some valuable monograph or 
journal. Donating such gifts should be encouraged 
for it often stimulates further interest. 


The Development of Medical Libraries 


The devolpment of medical libraries has been 
beset with difficulties. It is interesting to note 
the efforts which have been made to make possible 
the finished product. One of the most fascinating 
of these is the presentation of a cooperative serv- 
ice plan for libraries submitted in an article by 
Marion Kappes, librarian of the Joseph Brenne- 
man Library of the Children’s Memorial Hospital 
of Chicago. She has suggested that medical li- 
baries could solve many of their troubles by three 
or more hospitals cooperating together under a 
central librarian and serving their own group. 
Basic collections are held by each library and sup- 
plementary collections are maintained for loan 
among the members of the group. The expenses 
of such a plan are shared by the group on the 
basis of the size of the institution but the library 
service is given equally to each. There is not suf- 
ficient time to detail the plan here but it certainly 
deserves the consideration of those hospitals in 
a community which may be finding it difficult to 
start medical libraries. A similar plan has been 
used successfully in the patient libraries and with 
considerable success. 


Using Extensions Library Facilities 


Similar help may be secured by the frequent 
use of extension facilities. The American Medical 
Association and the American College of Surgeons 
both render package library service which is well 
worth while. In addition the members of these 
organizations have available translation services 
and service for the preparing of bibliographies. 
The Army Medical Library is also available and 
has recently advertised a service of microfilm with 
a special reader so that articles may be sent to 
anyone who so wishes. Membership in the Med- 
ical Library Association is open for a nominal 


87 








fee and gives the privilege of an exchange service 
of books and journals. All of these are great aids 
in any medical library and any interested librarian. 
In addition there are in many areas, state libraries 
which render such extension services to libraries 
in their own locality. 


The ingenuity of a well-trained medical librarian 
adds greatly to the success of such a venture. 
There have been other suggestions as to how to 
accumulate worth while collections in a library 
and some of these desrve mention. Many authors 
are glad to give out reprints of their publications 
and the organization of a good reprint library is 
a help, especially, in the small hospital. If these 
are grouped and catalogued they make an excellent 
working collection. In the same manner the ar- 
rangement of subject and reference folders both 
for doctors and nurses stimulates interest in the 
library and increases its use. The value of these 
for nurses has recently been discussed in an article 
by Margaret M. Ingersoll, R.N., and Ann Howe. 
It is useful also to arrange bibliographies on vari- 
ous subjects and have them as handy references. 
A small monthly display of such services where 
they may attract the attention of doctors, nurses, 
and others should be a great help in stimulating 
further interest in this project. 


I find no better way to conclude this paper than 
by another quotation from an article by Dr. Jona- 
than C. Meakins mentioned above. He very aptly 
says— 


“Medicine, as I have already stated, is advanc- 
ing at a rapid pace. To keep up with all 
branches is impossible, but to aspire to it in 
some degree is our duty. Acquisitiveness for 
medical knowledge is truly greatness; how 
greater still is the opening of channels to 


knowledge. Vision is given to a single mind 
in accumulation of knowledge—perpetuation 
of knowledge to many requires greater and 
broader vision.” 
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Nursing 


In these times when nursing shortage prom- 
ises to become worse rather than better, the prob- 
lem of preserving adequate nursing care with the 
restricted personnel available becomes daily more 
difficult. And there are now some indications that 
the shortage of interns is going to require that 
some clinical procedures formerly restricted to in- 
terns will have to be passed on to the better 
qualified nurses. 


The many programs of training for subsidiary 
workers promise some relief as-it has been shown 
that approximately one-half of the duties per- 
formed by nurses when they were plentiful may be 
satisfactorily delegated to such trained subsidiary 
workers. 


Another method which has proved quite satis- 
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Load 


factory provides for the daily redistribution of 
nurses according to the nursing load in various 
parts of the hospital. A comparison of census 
reports with nurse assignments will nearly always 
reveal that some one ward or section has a short- 
age of nurses for the day’s load, and that some 
other has a relative surplus. Instead of lessening 
care given to patients or adding extra nurses, the 
temporary transfer of one or two nurses from the 
areas having a relative surplus, to areas having a 
relative shortage, will result in better care to the 
patients. It will also result in a more equitable 
distribution of nurses, and may do much toward 
overcoming what appears to be a nursing shortage 
but which is, in fact, nothing but faulty nursing 
distribution with its waste of nursing potential. 
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Inventory Control of Purchases 
CORNELIA C. PRATT 


pital’s expenditures are for supplies. Doc- 

tor MacEachern has wisely said, “In the 
department of purchase and supply more money 
can be saved or lost than in any other department 
of the hospital.” The arguments for centralized 
purchase and storage of hospital supplies, and for 
a perpetual inventory of stock, have been thor- 
oughly discussed during the last fifteen years and 
have found pretty general acceptance. The pro- 
gressive hospital, with an alert interest in efficient 
business management, knows that waste, dupli- 
cation, damage and hoarding are all minimized if 
there is central purchasing authority, closely co- 
ordinated with control of at least the majority of 
the stores, under a single responsible head. The 
system of perpetual inventory is an accepted prin- 


A PPROXIMATELY 50 per cent of the hos- 


ciple for the large hospital. 


Using the Perpetual Inventory in Purchase Control 


Given central stores control and a perpetual in- 
ventory, by what means can the latter be used 
most effectively to control hospital purchases? 

I 


If the perpetual inventory is located in the pur- 
chasing department it may serve manifold pur- 
poses. 


To illustrate: Each item of the stores stock in 
our hospital has two cards in the inventory file, 
both on the same hanger (the file is an Acme Vis- 
ible)... The first card is the hardest working form 
in the purchasing department. It shows the ex- 
act specifications for wording the purchase order; 
the vendors; the record of past purchase order, 
numbers, invoices, deliveries, terms and carriage 
charges; all quotations received in the past, with 
room to jot down the current prices; and last, but 
not least, the monthly consumption of the article 
for the past and current year. The storekeeper 
needs to make out no requisition for stores, nor 
figure on how much he should stock. Neither must 
he depend on a sat maximum for stock. When the 
predetermined minimum quantity is reached, he 
simply hands the purchase cards to the purchas- 
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ing agent, with a note of his balance on hand, and 
his work is done. 


The responsibility for determining the quantity 
to purchase is squarely with the purchasing agent, 
where it belongs, and he has everything at hand 
for a quick decision on quantity, depending on sea- 
son, state of the market, and many other con- 
tributing factors. This is to me a simple and effec- 
tive method of keeping enough supplies on hand, 
with no overstocking. It is elastic; and it gives 
the purchasing agent a constant oversight of the 
history of every item he carries and how much of 
it is used. 


The record can be maintained with little effort— 
the inventory clerk, with her adding machine, can 
easily keep the record of monthly consumption up 
to date; the purchaser records quotations and 
enters the date and order number at the time of 
purchase; and the bookkeeper in the department 
enters the invoice information. The card is a 
time-saver and a quick source of varied kinds of 
information. 


The second card is the conventional issuance 
record showing when, to whom, and in what 
amount the item was issued, and the balance on 
hand. 

II 


The perpetual inventory furnishes all informa- 
tion necessary to determine the size of inventory to 
be carried. In her excellent treatise on “The Stor- 
age and Issuance of Hospital Supplies,” published 
by the American College of Hospital Administra- 
tors, Nellie Gorgas states that at least $12,000.00 
to $15,000.00 is tied up in inventory in almost all 
150-200 bed hospitals and.as much as $100,000.00 
in some of the larger institutions. One recent 
survey revealed an average of $102.00 per active 
bed. There are wide variations in policy and each 
hospital should give its particular problem careful 
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study, for an inventory that is very small can be 
just as undesirable as one that is too large. 

It should be the responsibility of the board of 
trustees within limits, to decide the value of in- 
ventory carried. Factors governing the decision 
are: 

1 Geographic location (whether near or far 
from markets) 

2 Available funds for making large pur- 
chases at strategic times 


3 The prevailing market trends 
4 Space, etc. 


The perpetual inventory file will show fast mov- 
ing items which can be carried in quantity, the 


slow moving items which should be kept ai a 
minimum, and those which can be eliminated. In 
an effort to show an extremely low inventory of 
supplies, some institutions carry on inventory only 
those items having use in more than one depart- 
ment of the hospital. While I doubt that this prac- 
tice is general, it might be appropriate to issue a 
warning that while this will indeed show a low 
inventory, it is an economic illusion as it puts you 
right back at the point of de-centralized stores, 
with consequent overstocking and lack of control. 


In conclusion: put the inventory file to work to 
give you the most complete information possible, 
thereby insuring an elastic inventory, neither too 
large, nor too small. 





Missouri Hospital Association 


The Missouri Hospital Association held its 
twentieth annual meeting in St. Louis, October 
23-24, under the presidency of Florence King, 
superintendent of the Jewish Hospital, St. Louis. 
More than one hundred hospitals represented by 
three hundred representatives registered at this 
convention. 


The program was carefully arranged and in- 
cluded discussion on “Tackling the Employee 
Problem,” by H. J. Mohler, president of the Mis- 
souri Pacific Hospital Association, St. Louis; “The 
Credit Office—a Topflight Asset,” by John Greene 
of the Lindell Trust Company, St. Louis; “Pay 
Cafeteria for Personnel,” by Lute Troutt, chief 
dietitian of the Indianapolis Medical Center, In- 
dianapolis; and “The American Hospital Asso- 
ciation Convention in Retrospect,” by L. C. Aus- 
tin, administrator of Menorah Hospital, Kansas 
City, Missouri. 


The annual banquet was held on Thursday eve- 
ning with the Rev. R. D. S. Putney, administrator 
of St. Luke’s Hospital, St. Louis, as toastmaster. 
The banquet address was delivered by Ray F. 
McCarthy, executive director of the Group Hos- 
pital Service of St. Louis, Inc., St. Louis. 


On Friday morning there was a discussion on 
“Voluntary Action in Health Security,” followed 
by a round table conducted by Dr. Bert W. Cald- 
well. In the afternoon Louise Knapp, director of 
Washington University School of Nursing, St. 
Louis, discussed “A New Deal in Nursing”; G. B. 
Norris, special agent in charge of F.B.I., St. Louis, 
discussed “F.B.I. Law Enforcement Officers’ 
Mobilization Plan for National Defense.” 


During the past year the Missouri Hospital As- 
sociation has enjoyed its largest increase in mem- 
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bership, and now eighty per cent of all of the 
hospitals of the state are institutional members. 


The following officers were elected for the com- 
ing year: President, L. C. Austin, Kansas City; 
President-Elect, Mrs. Josephine Yates Tisdell, 
Joplin; First Vice-President, Dr. Curtis H. Lohr, 
Clayton; Second Vice-President, Rev. O. J. Car- 
der, St. Joseph; Treasurer, Laura A. Hornbeck, 
Louisiana; E'xecutive-Secretary, E. E. King, St. 
Louis. 


THilmot Castle 


Wilmot Castle, well known to the hospital field 
of the United States and Canada as head of the 
Wilmot Castle Company, died in Rochester, New 
York, on October 20, at the age of 86 years. 


Mr. Castle had been engaged in making steril- 
izers and hospital and laboratory apparatus since 
1893, and for almost fifty years took an active 
personal interest in the products which his com- 
pany manufactured for hospitals. 


Mr. Castle was one of Rochester’s leading citi- 
zens and philanthropists, and made a substantial 
contribution to the growth and prestige of 
Rochester. 

stasaiiiihtaa 


CLINICAL IMMUNOLOGY, BIOTHERAPY, AND CHEMO- 
THERAPY. John A. Kolmer, M.S., M.D., D.P.H., 
Se.D., LL.D., L.H.D., F.A.C.P., and Louis Tuft, 
M.D., W. B. Saunders Company. 1941. $10.00. 
The rapid advances in the study of immunity, 

biotherapy, and chemotherapy all tend to relate 

them more closely to each other. 

This authoritative presentation of these closely 
related subjects coordinates and correlates the 
different aspects of prevention and therapy in a 
single volume and thus is of particular value for 
the hospital medical library. 
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Price Trends of Hospital Commodities 
McGill Commodity Service, Inc., Auburndale, Massachusetts 


it is naturally exceedingly difficult to main- 

tain a sound and practical perspective. The 
reason is quite obvious as normalcy is out, and 
artificial forces predominate. Control and more 
control will prove the keynote during the life of 
the national emergency and the duration of the 
war. We have previously pointed out that the de- 
fense program must necessarily pass through 
three distinct stages: First, sensational growth 
until armament production capacity is built up to 
a maximum; second, a period of unprecedented 
mass production of armament during which time 
output of civilian goods will reach the lowest level 
on modern records; third, curtailment of arma- 
ment production and the inevitable difficult shift- 
ing from a war to peace economy. Now we are 
well entrenched in stage No. 1 and the paramount 
question today is, “What does the balance of 1941 
and early 1942 have in store?” The following rep- 
resents a brief survey of our predictions cover- 
ing the economic field in general: 


U NDER the stress of a complete war economy, 


1 Full absolute power by the Government to 
dictate all transactions within the nation and also 
abroad. 


2 Inadequate price control bill. A plan which 
would really be effective must have enough teeth 
in it to involve wage rates, rents, etc. Such an 
act requires political courage and is not now on 
the horizon. 


3 Price inflation—not the radical type but nev- 
ertheless a steady pull toward higher levels. 


4 A sharp increase in the cost of living, there- 
by causing labor to demand higher wage rates. 
The cost of living during the next six months 
promises to increase as much as during the past 
twelve months. 


5 War appropriations must be increased. Our 
war needs have practically doubled. Hence, our 
war effort will require ultimate appropriations of 
around 120 billion dollars, rather than the 60 bil- 
lions which appeared to be the top a year ago. 


6 Growing shortage of raw materials and also 
finished goods for civilian use. All-out war pro- 
duction means that non-essential industries will 
be seriously affected. While many one-city indus- 
tries can be partially shifted over to defense out- 
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put, yet this involves the element of time. Con- 
servative estimates indicate that 6000 factories in 
this country must either curtail radically or shut 
down entirely, resulting in unemployment of be- 
tween two and three million people. Production of 
non-essential goods is already on the toboggan 
slide. Plan on a shortage of the following items 
as 1942 progresses: Automobiles, rubber goods 
for civilian use, rugs, cameras, radios, pianos, 
hardware, steel products for civilian use, watches 
and clocks, drugs of foreign origin, washing ma- 
chines, refrigerators, office equipment, air condi- 
tioners, paint brushes, flash lights, cellophane, 
gasoline, and musical instruments made from 
metal. 


7 Sharp trend toward simplification and stand- 
ardization and also outstanding results in the field 
of substitution. 


8 Curtailment in private residential and non- 
essential public building due to the shortage of 
equipment, as well as enforced Government re- 
strictions. 


9 A tight supply status as regards ocean cargo 
space. Continued high transportation and insur- 
ance costs. The railroad freight car production 
schedule is lagging and it is difficult to foresee 
how the winter period can be bridged without a 
shortage of freight cars. Priorities for internal 
shipments are a definite probability. 


10 Prepare for a more severe tax schedule in 
1942. The present plan is not broad enough to 
establish national revenue in even close alignment 
with aggregate expenditures. 


11 Repeal through a step-by-step process of the 
Neutrality Act and the arming of merchantmen. 


12 A tightening of installment credit control. 
Furthermore, a reduction of interest rates on sav- 
ing accounts to one per cent is indicated, the ob- 
ject being to shift savings from banks to defense 
bonds. 


13 As regards the war, it is still futile to prog- 
nosticate the duration of the war or the ultimate 
victor. German successes in Russia are a fore- 
gone conclusion, but the approaching winter rep- 
resents a real stumbling block. Due primarily to 
the terrific volume of destruction of physical 
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goods, there is a growing prospect that the war 
will end before the curtain rises on 1943. 


All Commodities 


Today the physical volume of production, as 
measured by the Federal Reserve Index, stands 
more than 53 per cent above the level chronicled 
in August, 1939. This tremendous boom of an 
artificial nature has resulted in an increase in fac- 
tory employment that measures 33 per cent; 
weekly earnings have climbed 32 per cent, and 
pay rolls 72 per cent since August, 1939. In view 
of this radical change, it is not surprisig that 
commodity prices have advanced 39 per cent. 
However, the price revival has by no means been 
equal or orderly. This is well illustrated by not- 
ing that metals, which are the backbone of the 
armament program, have advanced only 13 per 
cent and there is today a critical shortage. In- 
dustrial commodities in general have advanced 28 
per cent. Agricultural products, however, which 
have a profound effect upon the cost of living, 
have risen more than 50 per cent despite the fact 
that stocks of foods and feedstuffs are of record 
proportions. 


In summary, it is obviously a Herculean task at 
this late date to correct the maladjustments which 
have crept into the commodity price status. We 
are fully cognizant of the restrictive forces cre- 
ated by increasing taxation, restricted installment 
selling, expanding sales of Government bonds, and 
probably some curb in non-defense spending. 
However, do not overlook the fact that these meas- 
ures are not enough because aggregate purchas- 
ing power promises to totally eclipse the amount 
of civilian goods available for distribution next 
year. Under such circumstances the underlying 
trend of commodity prices will tend to move slowly 
yet steadily upward. 


Drugs and Chemicals 


The Index registered strength, reflecting pri- 
marily higher price levels for quicksilver and also 
alcohol. The current rate of quicksilver produc- 
tion which is at record levels, plus an increased 
volume of importation, is still indicated to be lim- 
ited in terms of domestic demand and exports to 
Britain. However, the OPA has expressed oppo- 
sition to a higher price structure, and as quota- 
tions have been steadily creeping upward in re- 
cent weeks, there is an increasing possibility of 
Government intervention and a selling price at 
below current levels. 


Paper Products 


Government requirements are on the increase, 
while normal industrial needs have by no means 
reached a peak. The truth of the matter is that 
price lists of papers in general have not increased 
in the same proportion as producing costs. Profit 
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margins in some cases are relatively thin, and 
hence, it stands to reason that any subsequent 
price revisions favor the up side. Undue price 
mark-ups will not be tolerated by OPA, but it is 
our contention that some mark-up can readily ma- 
terialize without Government intervention.  Inci- 
dentally, do not underestimate defense needs of 
paper in general. The OPM estimates that paper 
needs for defense next year will consume 30 per 
cent of the available paper supply. This means 
that the prospective supply of paper next year 
will approximate 2114 million tons, whereas ag- 
gregate civilian and defense needs could easily 
total 2514 million tons. 


Cotton Goods 


Mill consumption of cotton this season will total 
around 11,000,000 bales, which is just about equal 
to this year’s cotton crop. The movement of the 
new crop into the loan stocks will be the chief 
price-making factor this winter. Recently, the 
price trend has weakened, which has automatically 
established lower ceiling prices on yarns. Prices 
for other finished goods may drop off moderately 
during the near term in keeping with lower raw 
material costs. However, this should prove to be 
a temporary affair as a survey of the underlying 


_ economic and statistical position indicates consid- 


erably higher price levels by early 1942. 


Fuels 


Reserve coal stocks in the hands of industrial 
consumers and retail dealers rose from 47,051,000 
net tons on August 1 to 52,819,000 tons on Sep- 
tember 1, which represents a greater-than-normal 
increase for the month. Total reserves of bitumi- 
nous on hand September 1 were sufficient to last 
forty days at the rate of consumption during Au- 
gust. Important price changes appear unlikely 
during the immediate future. Evidently the ad- , 
vances which took place earlier this year have 
been justified by the higher level of producing 
costs and wage rates. Ceiling prices, if estab- 
lished, will not be much below current levels. In 
regard to fuel oil, supplies of gas oil and residual 
fuel oil appear limited in terms of the current 
rate of consumption. There has been some in- 
crease in the total national supply of fuel oil in 
recent months, but a record consuming season is 
directly ahead, and a few weeks hence there will 
be a sharp and greater-than-normal decline in sup- 
plies. Stocks of fuel oil on the Pacific Coast are 
also relatively limited in terms of consumption, 
and while a price increase in the major consum- 
ing areas is indicated by underlying conditions, the 
industry will have to prove to the OPA that an 
advance is justified by higher producing costs be- 
fore a revision in posted quotations will be al- 
lowed. The gasoline situation, particularly in the 
Eastern States, is not reassuring as there is bound 
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to be a drastic cut in the volume of gasoline avail- 
able for consumption. A new order has just been 
issued by the OPM which calls for a greater cur- 
tailment than any of the original plans. There is 
a possibility that some of the tankers transferred 
to the British registry will be returned in order 
to lessen the curtailment in domestic use. Even 
though the next few weeks represent the end of 
the peak consuming season, still there appears no 
alternative to the rationing program, since the 
delivery of fuel oil must now be increased at the 
expense of space previously utilized for gasoline 
in order to build up supplies at the principal con- 
suming areas for the winter season. 


Groceries 


The price trend has weakened moderately dur- 
ing the past few weeks, which is primarily a sea- 
sonal characteristic. This is a period of the year 
when foodstuffs move in volume to primary mar- 
kets. A check-up reveals that in mid-October 
prices of cocoa, coffee, flour, and lard were lower 
than a month earlier. There is every indication 
of higher prices for foodstuffs between now and 
the end of the year and as 1942 progresses. Au- 
thoritative sources from Washington estimate 
that the cost of living will be 10 per cent higher 
by next spring and perhaps as much as 25 per 
cent higher a year hence. Naturally, this has a 
profound effect upon wage rates and budget plans. 


Dairy Products 


The index successfully reached a new high this 
month, despite the fact that cold storage holdings 
of butter are of record proportions, and supplies 
of cheese and eggs are well above the normal com- 
plement. Government support is the prime factor 
behind the relatively high price of butter. Dur- 
ing the past six months the FSCC has purchased 
exceptionally large quantities of dairy products 
for export to Britain. Obviously, continued Gov- 
ernment purchases, heavy consumer demand, and 
seasonal characteristics will support a firm price 


basis and this will continue to be the case. Pro- 
duction is now on the eve of a seasonal decline, and 
a strengthening in the statistical position will ma- 
terialize over the coming months. Incidentally, 
the FSCC has purchased 70,833,354 pounds of 
cheese during the past six months. Currently, 
egg prices are holding 52 per cent above year- 
earlier figures. Production is holding on a high 
plane, but the combination of Government pur- 
chases, higher feeding costs, and broadening con- 
sumer demand will constantly support a firm price 
structure. 
Miscellaneous 


Despite the proposed price control and other 
methods of curbing inflation, it is generally agreed 
that the upward swing of commodity prices can- 
not be effectively halted. Therefore, it is practical 
to plan on substantially higher prices for 1942. 
Canned goods, vegetable, and fruits are in an ex- 
ceptionally strong position, which is attributable 
to actual and prospective Government purchases 
for export. A tremendous effort will be made to 
stimulate production of farm products next year 
on the basis that this country will be called upon 
to feed a substantial portion of Europe during 
and after the war. Incidentally, a broad increase 
in production would have some restrictive effect 
upon sharply rising price levels. It is a foregone 
conclusion that prices of meats will rule relatively 
high, not that there is any shortage of livestock, 
but the general practice today is to broaden the 
production cycle, which means that cattle, sheep, 
and hogs are not liquidated in volume. Remem- 
ber, that feeding costs are higher than a year 
earlier and new peaks in employment and pur- 
chasing power will encourage a high rate of con- 
sumer demand. 


In summary, the recent slight dip in the price 
trend of commodities should net be interpreted 
as the beginning of any basic change in the up- 
ward trend. All signs point to at least moderate 
inflation, and purchasing policies should be gov- 


erned accordingly. 


structure. Cheese prices are holding on a firm 





McGILL MONTHLY WHOLESALE PRICE INDEX FOR “HOSPITALS” 
1926 = 100 


Oct. Oct. Oct. Oct. Oct. Oct. Oct. Oct. Jan. 
1934 1935 1936 1937 1938 1939 1940 1941 


ALL COMMODITIES : 66.4 74.1 75.9 80.7 69.0 73.9 71.9 75.3 


Drugs and Chemicals i 74.6 71.4 Tht 70.4 70.1 75.1 79.1 77.9 
Paper Products j 84.7 81.2 81.0 104.1 90.5 87.7 97.1 97.1 
Cotton Goods z 89.2 86.6 81.9 72.9 71.2 84.4 81.3 87.8 
Surgical Dressings i 82.8 79.5 74.1 75.8 68.8 70.6 74.3 74.3 
Fuels 3 74.3 67.7 78.5 92.8 81.3 95.6 93.0 94.4 
Groceries él 65.3 75.1 76.8 63.7 55.4 59.3 48.9 53.6 
Meats : 68.4 87.5 76.8 101.7 78.2 70.2 87.4 90.4 
Fresh Fruits A 90.5 68.0 12.2 74.3 55.5 58.8 57.5 57.4 
Canned Vegetables 5 93.1 82.1 83.8 75.7 63.2 67.8 63.8 64.4 
Canned Fruits 3 80.0 74.2 75.6 81.0 67.1 66.8 63.8 64.7 
Dairy Products J 64.5 3 | Ti2 76.3 69.2 67.1 71.0 71.7 


November, 1941 








New Laboratory 
for Ligatures 





The new ligature labor- 
atory of Johnson and 
Johnson, said to be ca- 
pable of producing surgi- 
cal ligatures sufficient to 
supply the needs of the 
entire North American 
continent, was formally 
dedicated on Septem- 
ber 25. 

As “A Factory of To- 
morrow,” the laboratory 
is viewed as one of the 
most uniquefactory 
buildings in the world. 
It is modern in design, with an. exterior of Vermont marble and 
contains many features unusual in the field of manufacturing 
and advanced industrial planning. 

The entire structure is fully air conditioned, is entirely flu- 
orescent lighted, has a system of underfloor ducts connected to 
a transverse tunnel by which means compressed air, electric 
wire, pipes of chemicals, gas, waste water, or other services can 
be quickly and easily secured anywhere without the necessity 
of tearing up the floor. 

Robert W. Johnson, chairman of the board said: 

“The factory of today and tomorrow is built on the sound 
premise that no longer is there any such thing as ‘common’ 
labor. Industry is moving toward the mastery of intricate 
technologies; but what is more significant of industry’s 
progress is its arrival at the goal of humanitarianism. ... 

“Industry owes two paramount obligations. The first of 
these is its service to its customers. Next is its obligation 

’ to those in its employ. Management must provide industrial 
operators with good pay, short hours, continuity of employ- 
ment, and an organized opportunity to present grievances 
as they arise. Management has also a specific responsibility 
to the community in which it is located. ... 

“Big business is being broken up into little businesses, or 
enterprises within the whole. These unit plans are not only 
an attempt to develop a good looking building with pleasant 
surroundings, but a plan for a greatly simplified form of 
management and a direct contact with all those who work 
with it.... 

“We are aiming at a simplified approach to every indus- 
trial task. We believe in the broad policy of high wages 
and short hours, and will strive to set an example within 
the limits of sound competition and realistic economics. We 
believe this form of decentralization makes it possible for 
all of us to have a better understanding of the individual 
industrial effort. ... 

“We have passed from national adolescence to national 
adulthood and, in so doing, each of us must accept the grave 
responsibilities of maturity. Responsibilities can not be 
avoided or evaded by management or labor.” 











Heat sterilizing operation 








Left, reading from top to bottom—New ligature laboratory; Sealing glass 
tubes containing ligatures; Inspecting ligatures for uniformity; Winding liga- 
tures on reels 
























_ One-half million people were enrolled in ap- 
| proved Blue Cross Plans during the third quarter 
' of 1941, and the growth during the first nine 
months of 1941 was greater than during the same 
period in any preceding year. The total enroll- 
ment in the 67 plans on October 1, 1941, was 
7,461,362 persons. The largest growth in a single 
plan during the months of July, August and Sep- 
tember, 1941, was experienced by Michigan Hos- 
pital Service, which reported a net growth of 
57,000 participants. In addition to Michigan, the 
thirteen plans with headquarters in the following 


List of Approved Plans Showing 


Headquarters City Subscribers 
Dimmberant. AlQDAMNG . ....65 ce ceises wopeweee 75,144 
bon Angeles, California... . 0.6. sc veesecvcece 35,846 
Oakland, California. .... 6.66 sccccecess gnaw 50,000 
Sacramento, California’ ................cce00- 21,248 
Winnipeg, Manitoba, Canada.................. 51,067 
PERO A OIDEO COE 8 ols o.oT Sarccw dels tieass-deekes 76,917 
New Haven, Connecticut .........60ccceescenss 227,258 
NOR WSC. “OCORMCCHIOUL oo 6.bkc co sccctesecnsecenes 22,493 
Wiltrington. Delaware’ ...... 6... <0. ccscccscess 38,626 
EMMIAR MORNIN Det Ores oi ctojee sis ok ca cae Ue water wale 128,000 
PAU CES ORGOR ONDE 5 66:00 sia6ie vw nce Sues elo we wee ars 25,759 
Savannah, Georgia ........... Leraiateie a stalwins ewes 9,064 
ERNE ORME NNER oo Sc fo. coc ta aeons erarer sda erit eeaary sla 30,285 
LTE GE eee 300,042 
RAMU PRIOE MIEHON ES). 6.2 soo. 0 oki as Sooo wn este we endian 4,973 
BCU MEIER 6. orc 20 so aleleal sx hoa ctn Seow wees 13,300 
TTS 7a rere 27,005 
REE EAP RELENL ONIN. ox co)-0!o:<- ano: ws cholo 0 eeao.e e\o Se aele Se 46,414 
BORE NEO NANGU ED i's 6.3.5 sc. 6 ow x bn eiaieroerwwee ween 36,709 
ND di. ig Si vais bnew ee a keWamee 6,988 
SE as ccc edneeeneeenea ewes 31,053 
Baton Rouge, Louisiana..................eeee5 7,564 
New Orleans, Louisiana.................0-0008- 63,708 
a ee 2,987 
NN a aaa vec ebansabedeewnter 30,905 
SI IID 5 oe nc cece nevicadeunvanes 106,250 
re 313,150 
NN cca ctadd ee perk eee KET 493,414 
Oe WI a i cevcteantwcweaeeenes 429,497 
manese City, Miawourt........ 0.0. eccssceeees 63,132 
ie RAMI cova aknind a wxnd ences oaeens 207,561 
Mewark, Maw Jereey...........ceccccscceness 295,886 
MIDST G-INGUT SVOEIE, ox/c a ci «co's po &' ne-bes maison 63,338 


SCN CT No aicrs ba dows oe ew wa euaren 
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Blue Cross Plan News 


Prepared by the Hospital Service Plan Commission 


Half-Million Persons Join Blue Cross Plans in 90 Days 


cities, listed in descending order according to net 
growth, reported enrollment of ten thousand or 
more participants during the third quarter of 
1941: Pittsburgh, Chicago, St. Louis, Cleveland, 
Philadelphia, Cincinnati, Newark, Providence, 
Boston, Buffalo, St. Paul, Milwaukee, New York 
City. More than five thousand participants were 
enrolled in plans with headquarters in New Haven, 
Denver, Toledo, Chapel Hill, Baltimore, Rochester, 
Wilmington, Des Moines, Columbus, Harrisburg, 
Rockford, Youngstown, and Oakland. 


Total Enrollment on October 1, 1941 


Headquarters City Subscribers 
Gonava, NeW NGNs. cokes 5 oo cecscte ce nine eee 2,935 
Jamentarnm, Nene Manso 3:< <si0/5. once eh ent ase 10,161 
New Vouk, New Wowie « . <<: 2 6 cece eines ccvas 1,281,852 
Rochester, New YOGi ce. 6 .:<<. 02 ck este steawen ct 170,246 
Syracuse, New York...........c.cescseccccces 111,672 
Wikheme GWE MOH sc «occ cede cnincn cwsncwcwwegs 82,725 
Watertown, New York... .... 2. .c.cccccecedee 5,393 
Chapel Hill, North Carolina................... 160,521 
Durham, North Carolina... ...........0sccee. 64,641 
Fargo, North Dakota............cccesececeees 15,930 
Marans OUI. ois cas nteccines tes we sewssnwe ee 65,000 
Canta OMI so 3s on cs wnvonsuiae meaeumnme 25,434 
Cinema COMM le oie cg oat aes oer one satan ae 129,799 
@lovclarige OU) o 5 oo co cos ee vn sen esas eee sades 513,277 
Colemmbuss Qiige< 6.2 ere os Sec oe ewan potea design. 29,219 
Pertemenalnn Ct io oo Sad cia amcuacastewen asc 6,296 
Wenn OMNIS © orga scat cigs Siw cey.c00s satesmcas 109,620 
Woungstown, Ome: «2666 «ise cock cnn cs ecens aes 79,106 
Mrslaw CMIMMGMIMNG 2 o> cis os Jas'orncne tsa doewadass 16,044 
Banks PenmegiueiGs << 569 cscs fe cence gent 32,299 
Harrisburg, Pennsylvania ..................-.-- 50,675 
Philadeloiia, Penusylvaiiia ...... 5... 08.6 s0s- 322,471 
Pittsburgh, Pennsylvania ............-sceseecs 390,929 
Wilkes-Barre, Pennsylvania ..........-.....--5 26,669 
Provideriee:: Rhode Talend... . . 2. i5 cede ewe’ 65,021 
Winiasont;: Venneanee:. <<. 66 cnet oe ccs tae Shatin 10,340 
Ripe WISI i565 oo = 6 2 ws aisin ee win tne eas 3,486 
Newpont) News, Virgie... .5--. 2 Ses dees 10,737 
Nosfole. Wine 5 = os wok oe os os oo 5 chee dees 24,092 
Richimond Virgits. 2/55 ooo 0s hk So snh an we 51,155 
osu: Wiigitiee «oss oe < 3aa sa os do bactuces 10,573 
Huntington, West Virginia...................-. 14,790 


Milwatilkee, Wikeotiaitt) . <2. 0s 20sec cs ems tigen 50,822 
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Defense Item No. | 

The wealth of a nation is the physical and men- 
tal health of its people. That is why health is 
defense item No. 1 in a program of national 
security. 

Health is both “end” and “means.” On the one 
hand health epitomizes the vitality of the indi- 
viduals who compose each group, and for whom 
national and political organizations exist. On the 
other hand, health is a prerequisite to the individ- 
ual’s full contribution to maintenance and defense 
ef his national life. 


Blue Cross plans contribute directly to national 
defense by encouraging early hospitalization, by 
shortening periods of illness, and by reducing the 
need for tax funds in the care of employed per- 
sons. But caution should be exercised in identify- 
ing good health (and the Blue Cross plans) too 
closely with the task of armament or the possi- 
bility of military conflict. For such emphasis 
might create a false sense of security during pe- 
riods of peace and reconstruction; moreover, the 
importance of unity might stimulate experimenta- 
tion injurious to good health and national economy. 


There is no truce with disease. The hospital 
with the trained personnel and specialized equip- 
ment is a permanent fortress in the defense of 
health, an outpost in the conquest of disease. The 
Blue Cross plans, sponsored by the hospitals, de- 
fend the nation’s most valuable asset, the health 
of its people, by removing the hazard of sickness 
costs from employed workers and their families. 
Like the hospitals, Blue Cross plans serve continu- 
ously, day and night, during prosperity and ad- 
versity, in war and in peace. c.&. &. 


L. DB. Fowler 


L. D. Fowler, executive vice-president, Hospital 
Care Corporation, Cincinnati, Ohio, died on Octo- 
ber 19, 1941, following a brief illness. The news 
was a surprise and shock to his many acquaint- 
ances and friends who had come to know and 
appreciate his spirit of personal devotion and pub- 
lic service. 


“L. D.” as Mr. Fowler was known to his friends, 
brought to the field of hospital service a rich back- 
ground of administrative experience and public 
understanding which was recognized by 130,000 
citizens of Hospital Care Corporation in less than 
two years of active enrollment. His influence was 
felt nationally in the program of preventing and 
curing sickness by placing hospital care in the 
family budget, and he was especially interested 
in the ward plan recently established in Cincin- 
nati for low-income groups. Mr. Fowler’s imag- 
ination and energy inspired his colleagues in Blue 
Cross Plans, all of whom had looked forward to 


96 


many years of pleasant association and helpful 
cooperation. 
fee en ete 
Chicago Medical Society Hospital 
Insurance Terminated 

Quoting from the September 27 issue of the 
Chicago Medical Society Bulletin: 

Hospital Insurance Terminated September 24, 1941 

“It is with regret that we announce that the 
number of members of the Chicago Medical So- 
ciety who were interested in renewing their hos- 
pital insurance was not sufficient to meet the re- 
quirements of the Federal Life Insurance Com- 
pany. 

“The company required that 80 per cent of the 
previously insured renew, and in addition, that 
enough new ones come into the group to bring the 
total number up to 1600. 

“We secured 1209 checks from those already 
covered and in addition 97 new applications. Since ~ 
this total was about 300 below the minimum re- 
quired, we regret that the policy could not be 
renewed beyond its expiry date. The checks, 
therefore, will be returned with the least possible 
delay.” 


iipeiaailiania 

Plan for Hospital Care, the approved plan in 
the Chicago area, F. A. Deniston, executive direc- 
tor, announces that prior to the cancellation by 
the commercial carrier, a considerable number of 
members of the County Medical Society were al- 
ready enrolled in Plan for Hospital Care. Follow- 
ing the notice of cancellation, the Chicago Plan 
received numerous letters and phone calls pertain- 
ing to continuity of coverage under the Blue Cross 
Plan. And it has been arranged for members of 
the County Medical Society to enroll in Plan for 
Hospital Care through affiliation with member- 
hospital staffs, most of whom are enrolled in the 
Plan. 


* * * 


Quote 

Doctor Parran, Surgeon-General of the U. S. 
Public Health Service, says, “The problem that 
concerns each of us today is what we can do to 
contribute to the safety of our country. We are 
not at war. If we have time enough—if we are 
swift and wise enough in the time that we have— 
war in this hemisphere may be prevented. 

“Yet, for what cause is this nation arming if not 
on behalf of the men, women and children who 
compose it? Their physical fitness, their freedom 
from preventable disease, their morale or mental 
stamina, will determine almost entirely the effec- 
tiveness of all defense efforts. Important in the 
easy days of peace without a cloud on the horizon, 
it is urgent now that the people of this nation be 
physically tough, mentally strong and morally 
sound.” 


HOSPITALS 





White Battalions — Serving All Mankind 


Premieres of “White Battalions” will begin in 
Boston on November 4, during the Clinical Con- 
gress and Hospital Standardization Conference of 
the American College of Surgeons, followed by 
premieres in theaters, hospitals, and public audi- 
toriums, in a number of other cities, from Novem- 
ber 12 to 22. The two-reel picture is on 16 and 
35 millimeter sound-on-film, noninflammable, and 
takes about 25 minutes to show. It will be avail- 
able through the American College of Surgeons, 
at no expense other than carrying charges. The 


White Battalion was produced by the Chicago Film Lab- 
oratory, under the personal supervision of Dr. Malcolm T. 
MacEachern, associate director of the American College of 
Surgeons, aided by consultants. The cast is made up of 
professional artists, carefully selected for ability to show the 
proper spirit in hospital service. 


The story begins with a scene in little Patsy Cortland’s 
ome. Her mother and Kitty, the maid, are discussing the 
long hospital experience of the latter’s little boy, Michael, 
who has had infantile paralysis. Kitty is sorry she had not 
Joined a Blue Cross hospital service plan. 
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large and neighborhood motion picture theaters 
can use it as an educational feature, and hospitals, 
churches, schools, and cultural and service organ- 
izations of many other kinds, will also find it 
suitable for their programs. | 


Tragedy is lifted from two homes by the mod- 
ern hospital and the “white battalions” that gar- 
rison it, is the theme of the picture, “White 
Battalions—Serving All Mankind,” produced and 
distributed by the American College of Surgeons, 
and made possible by a grant from the Becton 
Dickinson Foundation for the Extension of Sci- 
entific Knowledge. The film accurately shows the 
mobilization of forces, both scientific and mechan- 
ical, for the battle of the hospital against disease 
and injury. At the same time it reveals the sym- 
pathetic attitude of the hospital personnel toward 
the patient and family, which is also an aid to 
victory. 


Scenes and personnel for the “tour of the hos- 
pital” section of the picture, as well as settings 
for other scenes that could not be set up in the 
studio, were furnished by Passavant Memorial, 
Children’s Memorial, St: Luke’s and St. Joseph’s 
hospitals in Chicago, and the final scene which 
shows the two children fully restored to normalcy, 
leaving the hospital with their parents, is the 
entrance to Billings Memorial Hospital. The open- 
ing sequences were taken at Evanston Hospital, 
equipment and supplies were furnished by the 
Illinois Masonic Hospital and the Ravenswood 
Hospital. Several manufacturers and dealers also 
contributed equipment, furnishings and materials. 
In the picture the hospital triumphs, first over 
accidental injuries, second over deformity wrought 
by disease. 


With grateful hearts, the parents of the child 
patient want to express their appreciation to the 
hospital in a tangible way. What can they: do to 
help other children receive the fine care that their 
child got? The doctor suggests to the superin- 
tendent that they take them on a tour of the hos- 
pital. They visit all the main departments of 
the hospital, and are given an idea of the way 
in which laboratory, x-ray, dietary, surgical, physi- 
cal therapy, medical records, medical social service, 
nursing and all other departments operate as a 
closely integrated unit to give the best possible 
complete service to the patient. Of course they 
are also given a glimpse at the nursery, and look 
in on the convalescent patients enjoying the pleas- 
ant solarium. The Cortlands decide that an un- 
restricted endowment will be of the most help to 
the hospital, and contribute a substantial sum. 
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Attention Hospital Administrators 


Hospital administrators who have served out- 
of-town subscribers to Blue Cross Plans are famil- 
iar with occasional difficulties in the verification 
of paid-up status and billing the various plans 
which provide different benefits and have differ- 
ent methods of payment for such cases. To help 
solve this problem, the Hospital Service Plan Com- 
mission has recommended that whenever possible 
the local plan serve as the clearing house for serv- 
ice to subscribers from other plans. Accordingly 
the following resolution was drafted and has 
been submitted to the Hospital Service Plan Com- 
mission, the Coordinating Committee, the Board 
of Trustees and the House of Delegates. 

The resolution is now submitted to the hospitals 
of the United States and Canada with a view to 
facilitating their cooperation in the national Blue 
Cross movement which they have fostered and 
sponsored during the past decade. 


The hospitals are not asked to extend credit 
or to provide service to subscribers beyond their 
respective subscription agreements. The purpose 
of the resolution is merely to develop cooperation 
between the hospitals and the Blue Cross Plans 
by which hospital service becomes more widely 
available to our people. 


Resolution Covering Service to Subscribers 
from Out-of-Town Blue Cross Plans 


Approved unanimously by the Hospital 
Service Plan Commission, June 4, 1941 

Approved unanimously by the Committee 
on @oordination of Activities, June 5, 1941 

Approved unanimously by the Board of 
Trustees, June 7, 1941 

Approved unanimously by the House of 
Delegates, Sept. 14, 1941 

a. WHEREAS the hospitals of America ren- 
der a community service to the American peo- 
ple and to the residents of their respective 
areas, and 

b. WHEREAS the American Hospital Asso- 
ciation has established standards and admin- 
isters a program of annual approval for Hos- 
pital Service Plans, which program is in- 
tended to protect the interests of the subscrib- 
ers and member-hospitals, and 

c. WHEREAS approved Hospital Service 
Plans, through emphasis upon the principle 
of self-help, tend to stabilize hospital income 
and to preserve the voluntary hospital sys- 
tem, and 
' d. WHEREAS the benefits available to the 
subscribers of approved Hospital Service 
Plans are clearly described in a Directory 
published and distributed by the Hospital 
Service Plan Commission of the American 
Hospital Association, 
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BE IT RESOLVED: that the membership of 
the American Hospital Association will serve 
the public interests and improve the service 
to subscribers: 

a. If all hospitals will recognize paid-up 
memberships in approved Hospital Service 
Plans generally as the basis for giving service 
without requiring advance payment to sub- 
scribers of approved Plans, in accord with 
their various subscription agreements. 

b. If hospitals will, wherever possible, look 
to their respective local Plans for verification 
of membership and authorization for services 
to subscribers of other approved Plans, in ac- 
cordance with the respective subscription 


agreements. 
* BS * 


President's Message 


The entire editorial content of the Bulletin of 
the Alameda County Medical Association is de- 
voted to an appraisal and appreciation of Blue 
Cross Plans. Dr. John W. Sherrick, president, 
says: 

'“The type of public health service offered 
to the Nation in these Blue Cross Plans is 
symbolic and is of tremendous importance in 
these days of high taxation and mounting cost 
of living and political and social and economic 
uncertainty.” 


Copies of this paper will be sent to all approved 


plans, and to others upon request. 
—_——_— 


Cooperation by 100,000 Business Firms 

One hundred and fifteen thousand groups of 
employed people have been enrolled in Blue Cross 
approved plans. The groups range in size from 
small retail and professional units with less than 
ten subscribers to large industrial groups with 
thousands of persons participating through their 
places of employment. 


Some groups are composed of professional peo- 
ple such as doctors, lawyers, nurses, dentists, edu- 


cators and ministers. Others include the mem- 
bership of clubs, societies, farm bureaus, granges, 
and other existing social units. However, the 
great majority of enrolled groups are industrial 
units—manufacturing, mining, banking, transpor- 
tation, utilities, public offices, schools, colleges, 
universities, and wholesale-retail distributors. 


If allowance is made for those groups which 
have been enrolled as social and professional units, 
it would leave approximately one hundred thou- 
sands groups enrolled through places of employ- 
ment. This means that at least one hundred thou- 
sand employers of labor are assisting the develop- 
ment of Blue Cross plans through sponsorship of 
presentation and collection of group subscriptions. 


HOSPITALS 


















PALMOLIVE is now used in more homes 
than any other toilet soap. Made with rich 
Olive and Palm Oils, its gentle, cleans- 
ing lather has made it the world’s favorite 
toilet soap! 


COLGATE’S FLOATING SOAP is pure, 
white and unsurpassed in quality. It pro- 
duces abundant lather in either hot or 
cold water. Gentle and fragrant, it’s a 
Soap patients will appreciate. 


CASHMERE BOUQUET’S rich, creamy 
lather, and delicate, lingering fragrance 
have made it a prime favorite with women 
for generations. It leaves them feeling re- 
freshed, dainty . . . long after bathing. 


atients enjoy these fine toilet soaps 
as much as‘we-nurses do! 


NCREASED attention is being 
paid to the “little things” that 
make hospitalization easier, less 
grim—even such things as the 
selection of soaps for patient 
care. This is reflected in the in- 
creased demand for Colgate- 
Palmolive-Peet soaps, notably 
Palmolive, Cashmere Bouquet 
and Colgate’s Floating Soap. 

These three fine soaps meet 
the highest hospital standards. 
They enjoy an enviable popular- 
ity in the homes of the entire 
country. And, because of the vol- 
ume in which they are produced, 
they are priced to meet the tight- 
est budget. Ask your C.P.P. man 
for prices on the sizes you need. 
Or, write to us direct. 


COLGATE-PALMOLIVE-PEET CO. 


INDUSTRIAL DEPARTMENT...JERSEY CITY, N. J. 
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Hospital Service of Certification of Death 


ALFRED ANGRIST, M.D. 


care and disposition of the dead. Such prep- 

aration requires trained personnel, adequate 
equipment and space, and a carefully formulated 
plan of procedure. Integration of the service of 
death certification with hospital care, before and 
after death, is an important part of such a plan 
of procedure. 


F cee: hospital must make provision for the 


A revision of procedure, as it applies to the 
certification of death in hospital cases, would 
seem timely. Present regulatiens and routine 
date back to an era when hospital deaths consti- 
tuted a small proportion of all mortality figures. 
A large proportion of deaths today, particularly in 
cosmopolitan areas, occur within hospitals. Fac- 
tors of control exist in the certification of death 
in hospitals which are not found in deaths occur- 
ring outside such institutions. Modern staff or- 
ganization and laboratory facilities, thorough 
clinical studies, frequent consultations and whole- 
some critical review by clinical colleagues in con- 
ference and at the autopsy, offer features of con- 
trol which promote accuracy and honesty in cer- 
tification of hospital deaths. 


Procedure Before Death 


The admitting form should include all the data 
required by the death certificate, so that the legal 
record can be properly completed immediately, in 
the event of death. Important information often 
lacking on this form includes the exact date of 
the patient’s birth, the Social Security number, 
the full name of the mother, and the maiden name 
in the case of married women. The home and 
business addresses and telephone numbers of the 
nearest of kind should be carefully listed for ready 
reference. If all necessary data are not recorded 
before death, essential information can be ac- 
quired later only through secondary channels, 
with a consequent introduction of errors, delays, 
and legal difficulties. 


If the entire hospital organization makes a uni- 
fied effort to serve the patient during life, the 
grateful appreciation and the abiding good will 
of the family are assured, under all circumstances. 
If the family is antagonized, cooperation in the 
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approval of an autopsy examination cannot be ex- 
pected. All hospital personnel should be instructed 
to show sympathetic consideration to the kin of 
all moribund patients. Members of the family, 
in critical cases, should be notified promptly and 
encouraged to be on hand. In addition to the com- 
fort it offers, this policy permits an immediate 
approach for an autopsy consent, when the 
chances of success are best. 


Time of death cannot always. be predicted ac- 
curately. Impending death often creates an emer- 
gency. Consequently, a member of the resident 
staff should always be available to give emergeucy 
treatment to a patient in extremis; to determine 
the actual fact of death and to complete all notes 
and records pertaining to the event. At this junc- 
ture, this staff member should refer the case to 
the legal authorities or execute the death certifi- 
cate, or forward the completed bedside record di- 
rectly to the individual charged with the re- 
sponsibility of death certification. It is imperative 
to decide the issue of referral to the medicolegal 
authorities at this time on the basis of the facts 
available. 


Procedure Immediately Following Death 


It is a mistake to permit the nearest relative to 
go home and then to demand that he reappear 
for an interview at a later hour or the next morn- 
ing. This applies particularly to deaths occurring 
during the night. In almost all institutions, any 
pre-arranged plan of procedure which is operative 
during the day is allowed to “go to sleep” during 
the night. This introduces the initial source of 
friction with the undertaker, for often nothing is 
done until he calls for the certificate the next 
morning, when a sudden interest in obtaining 4 
consent initiates impatient activity. 


_In all non-medicolegal cases, the nearest re- 
sponsible relative, if available at the time of death, 
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should be approached for a consent to an autopsy 
then and there. If the nearest responsible relative 
is not available for an interview at this juncture, 
this same hospital staff member should arrange 
for an interview with the nearest of kin, to take 
place as soon as possible. Delay after death re- 
duces the chances of success in obtaining a con- 
sent to an autopsy. 


Promptness in the completion of the death cer- 
tificate cannot be over-emphasized. The law re- 
quires the prompt delivery of the properly 
executed death certificate, and the body of the 
deceased in good condition to a member of the 
family or his authorized representative, usually 
the undertaker. The individual in charge should 
be instructed to give priority to this function. If 
the bedside record of the deceased is in order and 
the cause of death can be ascertained, this service 
should present no difficulty. Delay in completing 
this record is a major source of friction and ill 
will, and causes unnecessary difficulties for the 
undertaker and the family. 


In all medicolegal cases, the Medical Examiner 
or the Coroner should be notified promptly by 
telephone and the required reference forms com- 
pleted as soon as possible. The hospital author- 
ities have no jurisdiction over such cases and can- 
not issue a certificate acceptable for obtaining a 
“body removal permit” from the Department of 
Health. In such cases, the family should not be 
solicited for a consent to an autopsy. The family 
does not have the right to determine whether or 
not an autopsy should be performed in such in- 
stances. The request for an autopsy carries with 
it the implication that the family does have this 
right and can refuse consent. This introduces 
difficulties for the Medical Examiner, who may be 
compelled to perform an autopsy procedure not- 
withstanding an adamant refusal. After proper 
investigation by the Medical Examiner, the re- 
sponsibility is his alone by law, to determine 
whether an autopsy will be performed. Contro- 
versy and misunderstanding are avoided if the 
Medical Examiner can proceed without having the 
family consulted at all. Immediate transfer of 
medicolegal cases to the Medical Examiner’s office 
constitutes a service appreciated by that depart- 
ment, by the undertaker and by the family. 


Necessity for Qualified, Responsible Personnel 


The present policy of relegating the function of 
death certification to an inexperienced junior in- 
tern is a fundamental source of avoidable diffi- 
culty. Hospital administrators will find that if 
this function is entrusted to older and more ex- 
perienced physicians, existing sources of friction 
with the health authorities, coroners, medical 
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examiners, and undertakers will all but disappear, 
A knowledge of proper nomenclature and accept- 
able terminology is essential. The ability to evalu- 
ate basic mechanisms and sequences in the causa- 


tion of death, with a proper understanding of the 
significance of previous trauma or poisoning, as 


well as the related bearing of provisions of the 


Compensation Law and other statutory regula- 
tions, is necessary. This knowledge is acquired 
only by actual experience and constant association 
with such problems. The basic diagnosis and the 
cause of death are important concepts that require 
mature pathological and clinical experience. 


It would be a wise practice to have the final 
diagnosis discussed at Grand Rounds, and the 
opinion of the attending physician set forth in 
the record in his exact language. This written 
opinion should be consulted in determining the 
cause of death as it is to appear on the death 
certificate. Such an opinion should either dis- 
tinctly eliminate trauma or poisoning, or should 
indicate the relationship to an extent sufficient to 
call for unequivocal reference of the case to the 
legal authorities. Decisions of this type cannot 
be left to an unqualified junior member of the 
staff. 


Recent liberal interpretation. of permissible re- 
lationship of trauma and toxic chemicals in com- 
pensation cases, and the more widespread use of 
toxic agents in industry and in chemotherapy call 
for expert judgment of such issues. The decision 
as to whether a case is to be referred to the legal 
authorities, for final evaluation of relationship of 
trauma or poisoning, must rest entirely upon the 
correct history and the clinical and laboratory 
data. 


The physician in charge of death certification 
should study the record impersonally and en- 
deavor to conclude therefrom whether the case 
must be referred to the legal authorities. The 
inability to obtain a consent for an autopsy, or 
the knowledge that such a consent is not forth- 
coming, should not prompt the reference of the 
case to the Medical Examiner’s office. 


Cases Referred to Medicolegal Authority 


The nature of cases to be referred to the legal 
authorities for investigation varies in different 
locations throughout the country. There exists 
a too ready acceptance of the inevitable superior- 
ity of the Medical Examiner’s system in this re- 
gard. A scientific investigation of medicolegal 
deaths depends fundamentally upon an adequate 
staff of qualified personnel. The Medical Exam- 
iner’s system is distinctly preferable, particularly 
if permanent tenure of a highly selected, special- 
ized personnel is assured. The opportunity for 
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an independent, non-political, permanent staff 
with specialized pathological training, selected by 
Civil Service examination, constitutes the out- 
standing advantage of the Medical Examiner’s 
system. Other advantages are of minor impor- 
tance. It must be emphasized, however, that the 
Coroner with an alert, qualified staff can offer a 
scientific investigative service to equal or excel 
that available by a Medical Examiner’s system. 
Adequacy of service, apparent in the “paper set- 
up,” may not actually exist, if laxity or inade- 
quate personnel, or insufficient remuneration does 
not permit the necessary full-time specialization 
to members of the Medical Examiner’s depart- 
ment. The qualifications and specialized interest 
of the Medical Examiner or Coroner will deter- 
mine the quality of service. Throughout this 
presentation, the reference to medicolegal author- 
ities includes Medical Examiner or Coroner. The 
analysis that follows is applicable in tote to com- 
munities where the Coroner’s system prevails. 


In some instances, the proper classification of 
a case as to medicolegal attributes, is extremely 
difficult, from the data available. A telephone 
consultation with the Medical Examiner’s office 
and with the Department of Health, presenting 
the facts and the nature of the problem, is occa- 
sionally advisable before determining subsequent 
action. Cooperation between the medicolegal 
authorities and the hospital administrators and 
pathologists will expedite the handling of such 
cases and do much to resolve difficulties. 


The department concerned with the approval 
of death certificates for burial permission, should 
have a qualified individual available for consulta- 
tien. Such consultations should be encouraged, 
so that an immediate decision may be reached as 
to whom is to assume jurisdiction over the case 
and issue a certificate. A clerk, lacking a knowl- 
edge of physiology and the mechanisms of death, 
cannot perform this function without occasioning 
misunderstandings and disputes. He can, at best, 
apply a list of abstract terms arbitrarily. Unifi- 
cation of clerical functions of central and branch 
offices of the Office of the Chief Medical Examiner, 
and of the Certification Bureau of the Department 
of Health, would immediately control this aspect 
of the problem, with resultant economy, and en- 
hanced efficiency. One central office would elimi- 
nate the difficulties that follow from overlapping 
jurisdiction. 


The Administrative Code of the City of New 
York (Section 878-1.0) provides: 


“The death of any person from criminal 
violence, or by casualty, or by suicide, or sud- 
denly, while in apparent health, or when un- 
attended by a physician, or in any suspicious 
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or unusual manner, shall be reported forth- 
with to the office of the Chief Medical Exam- 
iner.” 


Only the Medical Examiner may issue a certifi- 
cate in such cases. It is not the duty of the 
medicolegal authorities to search out cases for 
investigation. The ferreting out of cases is essen- 
tially a police function. It is the duty of every 
physician and every citizen. to report such cases 
to the Police Department or to the Medical Exam- 
iner’s office, even though no criminal feature is 
apparent. It is a misdemeanor for a physician to 
certify an acceptable cause of death which he 
knows to be dubious or untrue. Deliberate falsifi- 
cation may constitute a graver offense. Once a 
case has been referred to the medicolegal authori- 
ties and accepted for investigation, the responsi- 
bility for certification of death must remain with 
that department. 


In actual practice, considerable difficulty is 
found in applying the definition of what consti- 
tutes a Medical Examiner’s case. This is dem- 
onstrated in the lack of agreement among the 
various Medical Examiners themselves as to 
whether particular cases constitute problems for 
their office. The section above quoted is drawn 
rather loosely and makes for a permissible con- 
struction to include many cases that are not 
actually intended to be so included. It would seem 
proper to refer such cases to the Medical Exan- 
iner’s office as would, within the meaning of the 
statute, permit the performance of an autopsy 
without the necessity of obtaining consent of the 
family. 


The Medical Examiners adopt a “dog in the 
manger” attitude when they insist that families 
cannot be solicited by the hospital pathologist for 
a consent to autopsy, and yet admit that the 
statute does not define their jurisdiction suff- 
ciently to permit them to perform an autopsy 
without verbal or signed permission. Finding a 
consent necessary is an admission of lack of juris- 
diction. The statute was enacted to bestow upon 
the Medical Examiner this very power to autopsy 
without consent, in all cases properly coming 
under his authority. 


Revision of the present policy would restore 
many cases to the jurisdiction of the pathologist 
for autopsy study. A death which is the result 
wholly or in part, directly or indirectly, of homo- 
cide, suicide, or accidental injury, or of acute or 
chronic poisoning, or of abortion, or in any sus- 
picious or unusual manner, or while under arrest, 
must obviously be referred to the Medical Exam- 
iner’s office. Deaths on arrival, or occurring 
within twenty-four hours of admission to a hos- 
pital, should be referred to the legal authorities 
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only if the exact diagnosis is uncertain, or if they 
are covered specifically by the statutory definition 
of a Medical Examiner’s case. 


Medical Examiner’s cases now constitute more 
than one-fifth of all the deaths in the City of New 
York. The number would be enhanced consider- 
ably if all the cases comprehended within the 
statutory definition, as now elastically interpreted 
by the authorities, were actually referred for 
investigation. Medical Examiner’s cases are on 
the increase because of more widespread use of 
toxic chemo-therapeutic agents and the interest in 
civil litigation whenever trauma is incidental or 
remotely involved. 


At present, the Death Certification Clerk of the 
Department of Health is the judge who passes 
upon the issue as to whether a particular case 
should be referred to the Medical Examiner, by 
the simple expedient of refusing to accept the 
death certificate. Through the medium of this 
Clerk in the Department of Health, many cases 
are improperly transmitted, often in a bureau- 
cratic manner, to the Medical Examiner for an 
unnecessary and unwelcome investigation. 


The Medical Examiner’s office was established 
primarily to aid in the detection of crime by 
gathering evidence obtained from the cause of 
death. The major contribution now is found in 
the use of the evidence gathered, and the solicited 
testimony of the Medical Examiners, by attorneys 
in all types of civil litigation. The use of evi- 
dence and testimony in criminal proceedings has 
become a minor phase of the activity of the de- 
partment. This broad front of invasion of a 
special field in medicine represents an encroach- 
ment upon private practice of pathology, which is 
yet to be justified by legal test and judicial review. 


The Medical Examiner’s office in New York 
City has attempted to clarify some aspects of 
the present difficulty. It has recently issued regu- 
lations which permit the hospital authorities to 
approach the family for consent to an. autopsy on 
a selected group of doubtful cases. This group 
includes cases of acute and chronic alcoholism 
without any manifestation of trauma; accidental 
burns not the result of criminal negligence; sud- 
den death associated with necessary therapy in 
ill persons, deaths under anesthesia; fractures of 
the femur in elderly patients, resulting from sim- 
ple falls at home where there is no question of 
negligence at issue, agranulocytic, aplastic and 
hemolytic anemias or acute yellow atrophy, be- 
lieved to result from therapeutic administration 
of drugs such as arsphenamine, sulfanilamide, 
amidopyrine and the like. Under the present 
circumstances, the desirable practice would seem 
to be to permit the pathologist of the hospital to 
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perform the autopsy, in this group of cases. He 
should then report to the Medical Examiner for 
any instructions as to toxicological examination 
and subsequent routine. The pathologist should 
be in a position to issue the death certificate and 
control the release of the body in such instances, 
to assure a prompt and efficient service to the 
undertaker. Stripping the pathologist of this 
power, in effect, deprives him of the cooperation 
of the undertaker. 


Position of the Hospital: Pathologist 


The present staff of the New York City Medical 
Examiner’s office is inadequate to properly care 
for the range of cases included in their own 
liberal interpretation of jurisdiction. Study by 
the Medical Examiner’s office is, of necessity, 
often limited to a superficial examination. Only 
rarely is more than a gross autopsy and toxico- 
logical -examination performed. Adequate and 
complete studies cannot be done on all cases, 
Commendable as may be the purpose of the elastic 
interpretation of the Statute by the Office of the 
Chief Medical Examiner of the City of New York, 
it serves but to hinder pathologists in the proper 
performance of their duties. Such an interpreta- 
tion gives to members of the Medical Examiner’s 
office autocratic powers over cases where they 
should not exist. Such powers are frequently 
abused, to the humiliation of hospital pathologists 
of equal or superior: ability. 


The medicolegal authorities realize that many 
actual crimes go undetected because of the falsifi- 
cation of the cause of death and because of 
present inadequate control of such cases. A care- 
ful study of submitted causes of death, where 
an autopsy has not been performed, will no doubt 
occasionally detect deliberate or accidental errors. 
Rigid application of regulations, however, to the 
cause of death following an autopsy, does not 
ordinarily detect flagrant mistakes. The modern 
hospital, where an organized staff forms an im- 
portant instrument of scientific investigation, 
assures truth in death certification. Greater 
effort might well be expended in the investigation 
of certificates emanating from private sources or 
questionable private institutions, despite the ac- 
ceptable nature of the diagnosis appearing for the 
record. 


No obstacle should be put in the way of the 
pathologist in his attempt to obtain the coopera- 
tion of the undertaker. A cooperative attitude on 
the part of the legal authorities would do much 
to increase the number of autopsies. This, in 
turn, will do much to help detect the cases certi- 
fied improperly. The original purpose of the law 
is, in a great measure, defeated by the arbitrary 
exclusion from the sphere of activity of the hos- 
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pital pathologist of many of the cases that present 
no aspect of criminality. More is gained by a 
policy that encourages the performance of au- 
topsies and assures the cooperation of under- 
takers, than can obtain from hamstringing regula- 
tions for all pathologists, in order to restrict an 
occasional irresponsible or careless individual. 


In their anxiety to assist cooperative under- 
takers, many pathologists avoid delay and all 
difficulty by following the path of least resistance, 
and simply omit any problematical or contro- 
versial diagnosis from the death certificate. 
Strangely enough, such a policy seems satisfac- 
tory to all parties concerned, for all issues are 
avoided. Present arbitrary application of the 
elastic definition of what constitutes a medico- 
legal case actually encourages this practice. Regu- 
lations covering cases, which unjustifiably elimi- 
nate them from the sphere of study by the 
pathologist and the hospital, prompt pathologists, 
administrators and the house staff to go to ex- 
tremes to keep the cases within their own juris- 
diction. This attitude encourages a half truth or 
an untruth in death certification and must be 
condemned. The desire to avoid an impasse in 
the clearing of a certificate, the compulsion to 
give immediate service to the undertaker, and 
the sincere wish to study such material carefully, 
do not justify such willful inaccuracy in the com- 
pletion of the death certificate. The rationaliza- 
tion that no criminal or other medicolegal problem 
is involved, and that such cases cannot receive 
careful and thorough analysis by the Medical 
Examiner’s office; does not warrant this liberty 
with the truth. This practice is bound to bring 
serious repercussions, when such a case ultimately 
presents evidence of criminality. 


Recommendations for Eliminating Difficulties 


The simple expedient of appointing qualified 
hospital pathologists as Acting Deputy Assistant 
Medical Examiners, without salary, would offer a 
means for the control of such cases and provide 
a routine, satisfactory to both the Medical Exam- 
iner’s office and the hospital. Provision for such 
a policy exists in the present New York City 
Charter. Full cooperation on the part of the 
hospital pathologists is assured by the power to 
withdraw the privilege of acting as Deputy Assist- 
ant Medical Examiners. The qualifications de- 
manded of the pathologists should be set forth by 
the Chief Medical Examiner and should equal or 
excel those required of all other regular ap- 
pointees. Such deputies would care for non- 
criminal cases and for cases with an uncertain 
cause of death in their particular institution only. 
All records pertaining to such cases would become 
the property of the Medical Examiner’s office, 
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subject to review and correction by the Chief 
Medical Examiner. This policy would extend the 
sphere of service and increase the facilities of the 
Medical Examiner’s Department immensely. It 
would control and assure an adequate study of an 
important group of cases, now investigated only 
partially. It would permit accurate studies for 
survey purposes and increase scientific contribu- 
tions by that department. 


Theoretically, the pathologist now has the right 
to perform an autopsy on such cases as are re- 
leased by the medicolegal authorities. He can 
re-investigate the viscera for his own studies, if 
an autopsy has been performed. In practice, con- 
siderable difficulty arises in an attempt to perform 
an autopsy on a case released by a Medical Exam- 
iner’s certificate. The certificate is now issued 
directly to the undertaker and this gives him the 
legal possession of the body. Often, the Medical 
Examiner does not perform an autopsy and the 
body is whisked away before the pathologist can 
perform such a procedure, even though he pos- 
sesses an authorizing consent form. The Medical 
Examiner should transmit certificates in hospital 
cases directly to the hospital authorities. The 
hospital then would be in a position to control the 
issuance of a certificate to the undertaker. This 
would allow for the legal possession of the body 
for the short interval needed for the performance 
of the autopsy. In cases where an autopsy is per- 
formed on a medicolegal case, and no criminal 
implication exists, the hospital pathologist should 
be offered the opportunity to examine the viscera 
in the gross, and to take blocks of tissue for dem- 
onstration and study. 


Deaths of Undetermined Cause 






Where the cause of death is certified as “un- 
known,” the Death Certification Clerk of the 
Department of Health now refers such cases rou- 
tinely to the medicolegal authorities for investiga- 
tion. Some cases of this group often present a 
vague history of some toxic or poisonous injury 
and should be referred to the legal authorities. 
There are cases, however, where such a history 
and all other medicolegal implication can be elimi- 
nated, and yet no positive diagnosis can be made. 
Such cases are increasing in frequency. They 
include a large group of virus infections, as well 
as other obscure infectious or vascular diseases, 
all of which present no obvious gross changes. 
Such cases actually do not come under the juris- 
diction of the legal authorities, who very properly 
can refuse to accept the responsibility for certify- 
ing the cause of death. Considerable delay may 
ensue for the undertaker, while a case of this type 
is bandied back and forth between the clinician, 
the pathologist and the Medical Examiner. 
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The present policy encourages and often com- 
pels an irresponsible attempt at any diagnosis for 
the record, in order that there be no difficulty in 
clearing the certificate. It would add significance 
to our mortality statistics, and generally establish 
a respect for the truth in death certification as a 
whole, if such cases were signed out, “cause of 
death undetermined.” In addition, a statement of 
the established facts, with particular attention to 
those eliminating any evidence of crime, trauma, 
or poisoning, should be required. The present 
form, “Physician’s Supplementary Certificate of 
Death by Natural Causes,” now used in New York 
City in conjunction with the new Confidential 
Death Certificate Form for “telephone removal 
permission,” could be used to accomplish this 


purpose. 


If this situation of a problematical or undemon- 
strable cause of death prevails at the completion 
of an autopsy, it would seem reasonable to accept 
the diagnosis of “undetermined pending micro- 
scopic.” This would avoid the irritating delay of 
complete re-investigation by the Medical Exam- 
iner, provided a recognized pathologist has per- 
formed the autopsy study. Additional facts are 
seldom established by such a compulsory review 
of the anatomical findings. Telephone consulta- 
tion with the Death Certification Clerk of the 
Department of Health, and with the Medical Ex- 
aminer’s office, leading to agreement as to what 
should be saved for toxicological examination, 
histology, virus and chemical studies, will avoid 
a compulsory, immediate, time-consuming review, 
or a repetition of the autopsy. The delay, under 
such circumstances, penalizes the undertaker un- 
necessarily. 


Undertakers must resent the necropsy, where 
the very performance of the autopsy introduces 
this possibility of delay in the clearing of the 
certificate, especially when the original clinical 
diagnosis was quite adequate to clear the certifi- 
cate immediately, even though it was erroneous. 
The mortician soon learns that refusal to consent 
to an autopsy at the outset avoids this impasse in 
certification, and avoids the loss of time incident 
to the performance of the necropsy procedure it- 
self. The result is fewer autopsies. To avoid all 
this, certification predicated on flimsy grounds is 
encouraged. 


Routine for Cases Without Medicolegal 
Implication—Consent Autopsy Cases 


In cases where the cause of death can be ascer- 
tained and no medicolegal aspect is known to exist, 
the family should be interviewed by the member 
of the resident staff who has been in direct con- 
tact with the patient during the last illness. As 
noted, this interview should take place as soon 
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after death as possible. Appreciation of his efforts 
in the care of the patient ordinarily will assure 
him a respectful hearing. The nearest of kin 
should be acquainted, in a sympathetic manner, 
with the necropsy service provided by the hos- 
pital. The interviewer should be instructed in the 
technique of approach for obtaining the consent. 
Attention to details is helpful. It is wise to have 
a dated consert form ready. It is wise to be 
prepared with some personal data as to children, 
diagnoses, time in the hospital, background and 
family history. In addition, signed statements by 
the local cleric or rabbi approving the practice of 
autopsy study, should be available. 


It is very advisable that the initial question be, 
“Are you the nearest relative?” This question 
seems natural and at the same time serves to 
establish the identity of the individual, who alone 
is legally entitled to sign the consent form. The 
person who signs the permission for autopsy 
must be the nearest relative of the deceased. In 
almost all states, the spouse is considered the 
nearest relative, even though the couple be living 
apart, unless legalized divorce has dissolved this 
relationship. Children of the deceased come next, 
provided they are of legal age. All such children 
have an equal voice. Although unanimous consent 
is necessary, the signature of the eldest is ac- 
cepted as sufficient. Parents are next in order. 
The active dissent of either one is sufficient to 
forbid an autopsy examination. Siblings are next 
in the line of consanguinity for legitimate au- 
thorization for consent. If no living immediate 
relatives are at hand, any nearest relative or 
friend who is taking charge of the remains and 
paying for the funeral, at his own expense, can 
properly sign the consent form. In case of doubt, 
it is always wise to confirm the legality of such a 
consent by a friend or distant relative, by con- 
sultation with the Public Administrator. In the 
case of unclaimed bodies, conditions vary through- 
out different states. In general, a release from 
the Public Administrator and from the Anatomi- 
cal Board, who may have preference in the ac- 
quisition of such material, may be required. 


Any resentment against the hospital and its 
staff can be overcome by sympathetic understand- 
ing and diplomatic presentation of the facts. 
Undue pressure, misstatement and threat to refer 
the case to the medicolegal authorities, or to 
otherwise cause delay, should be avoided. One 
must realize that in all non-medicolegal cases, the 
decision rests with the family. After it is evident 
that permission will not be granted, one should 
appeal to some older and more experienced mem- 
ber of the staff, the private physician, the attend- 
ing physician, the superintendent of the institu- 
tion, or to a sympathetic religious advisor. Every 
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effort to cultivate the good will of the family 
should be made, whether permission for autopsy 
is or is not obtained. It would be helpful to hos- 
pital executives if a suitable blank were attached 
to the consent form, so that a written report of 
the efforts made and results obtained might be 
filed with the bedside record, for future analysis. 
This form should be transmitted with the consent 
to the pathologist and should provide for, (1) a 
statement of the problem expected to be resolved 
by the autopsy, (2) a specific description of any 
limitation of the examination promised the con- 
senting party, and (3) name and address of re- 
sponsible individual who has expressed wish for a 
statement of findings. 


The following points should be kept in mind for 
guidance: 
For the Family 


The assurance of respectful care of the remains of the 
deceased. 

The opportunity for better embalming. 

The opportunity to establish hereditary and congeni- 
tal diseases, and to direct preventive measures. 

The futility of misdirected emotional attachment to 
the remains, in view of rapid natural decomposition. 

The family’s objection to any injury or destruction of 
the remains prompts gentle reference to the exten- 
sive trochar injury incident to ordinary embalming. 

Religious opposition should be met by evidence cor- 
recting existing misconceptions and written opinions 
by outstanding and local clerical and rabbinical au- 
thorities should be presented. 

The possibility of enhancing the insurance estate, if 
an autopsy reveals relationship to trauma or com- 
pensable disease. 

The more ready acceptance of proof of claim by in- 
surance carriers. 

The fact that this expensive service is rendered with- 
out cost. 

A request for a summary of necropsy findings will 
receive immediate attention. In exceptional cases 
only, will public policy or judgment offer good rea- 
son to withhold this information or part of it. 


For the Mortician 


The procedure will be expedited and performed at the 
convenience of the mortician. 

Delivery of the body is assured at a stipulated hour, 
avoiding all delay. 

The procedure will be performed in full cooperation as 
to preferred incisions. 

The vessels will be carefully isolated and tied, to en- 
able perfect embalming. 

Cooperation is offered in the immediate completion of 
all forms required by insurance carriers or other 
organizations. 


For the Doctor and the Hospital 


The dependence of progress in medicine upon this 
particular procedure. 

Every case is important to help explore new fields; to 
guide future experimentation; to evaluate present 
forms of therapy, and for immediate instruction 
and clinical pathological correlation. 

The significance of such a procedure for accurate sta- 
tistical analyses. 

The commendable desire for knowledge and the non- 
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profit motive, which are behind the appeal for con- 
sent, should be stressed. 


Special Certificate for Hospital Cases 


The new form of Confidential Death Certificate 
represents a distinct advantage as a fact finding 
instrument. Space allotments correspond to the 
importance of the data to be obtained. It isa 
mistake to adhere to the archaic form, and de- 
mand that only individuals who have personally 
attended the deceased be permitted to sign the 
certificate in hospital deaths. In many, institu- 
tions, an important administrative officer, who 
may not have seen the patient during the last 
illness, is best qualified to assume the responsi- 
bility of death certification, with the bedside 
record as the sole guide. Accuracy is, in a meas- 
ure, determined by the official status of the in- 
dividual charged with this responsibility. The 
information as to whether the diagnosis was made 
by the pathologist, surgeon, attending physician, 
superintendent, resident physician or intern 
should be available. 


It seems wise to consider again a special form 
of death certificate for hospital cases. Such a 
special form of certificate was available many 
years ago in New York City. It is of interest to 
note that this certificate permitted release of the 
body when the exact cause of death was given 
as “undetermined.” A special form for hospital 
cases could be made a very effective instrument 
of investigation. There would seem to be a dis- 
tinct advantage in replacing the general request 
for information of the “kind of laboratory test 
that assisted in the diagnosis, if any” with a 
better breakdown analysis, requiring simple check- 
ing or underlining on the part of the physician, 
such as follows: 

The cause of death is based on (underline appro- 
priate headings or delete captions which do not apply). 

Clinical findings only. Was there consensus of 
opinion? In your opinion, was the diagnosis estab- 
lished with sufficient certainty as to warrant inclusion 
in accurate statistical studies? 

Operation with or without biopsy and histological 
study. 

Laboratory tests, as isolation of specific etiological 
agent, recognized serological procedure, bio-chemical 
studies, toxicology, or other tests 

Autopsy with or without confirmatory histological 
studies. 

Such careful evaluation of the diagnostic cri- 
teria inserted on death certificates would permit 
an accurate classification of the cases for survey 
purposes, and help separate the wheat from the 
chaff. 


Correction of Certificates—Proposed Board 
of Review 


In death certification, the true cause of death 


is the salutary objective. The corrected final 
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diagnosis and cause of death should be forwarded 
to the Health Department after the completion of 
all studies. The studies should include micro- 
scopic, toxicological, or other pathological exam- 
ination, and such virus or bacteriological exam- 
inations as are deemed desirable. If the cause 
of death is unknown or uncertain after the com- 
pletion of all studies, no penalties should be im- 
posed. If emphasis were laid upon the policy 
that certification of death calls for the truth and 
only the truth, with nothing less than the facts 
warrant, but nothing more than the facts permit, 
a fundamental source of error in the problem of 
mortality statistics would be eliminated. 


The proposal advanced to permit a hospital 
pathologist to issue a certificate, in the capacity 
of Acting Deputy Assistant Medical Examiner 
would favor the acquisition of the true cause of 
death because the artificial barriers in many cases 
which make for rationalized license with the truth, 
would thereby be eliminated. Such diagnoses 
would be subject to review and correction by the 
Chief Medical Examiner. 


At present the certified cause of death is only 
a categorical statement on the certificate, without 
proof or qualification. Doubt and equivocation 
are not permitted. It would be wise to reconsider 
the procedure in certification, and to call for a 
concise statement of the facts which form the 
basis of the opinion for the cause of death on the 
certificate. The advantage of such a record in all 
cases of litigation is obvious. The recorded state- 
ment of the facts determining the diagnoses in 
the mind of the physician, may render justifiable 
the admission in evidence of the statement of 
cause of death. There is no sound basis for per- 
mitting a mere statement of the cause of death 
to be admitted as presumptive evidence, if the 
physician is unavailable for examination and cross 
examination. 


It is further proposed that all causes of death 
on all certificates be subject to review and correc- 
tion by an expert “Pathological Board of Review.” 
This Board should consist of the most eminent 
pathologists of the community chosen by Civil 
Service, appointed by the Board of Health or 
consisting of the professors of the local medical 
colleges. The relationship of such a Board to the 
certifying physician would correspond to a jurist 
of the higher courts, to a decision rendered by a 
judge in the lower courts. This arrangement can 
be initiated on a voluntary, advisory, and consulta- 
tive basis, to become compulsory only if a trial 
period proves successful. It is obvious that this 
measure would simultaneously do much to correct 
present inadequacies and abuses in expert medical 
testimony in death cases. It is hoped that such a 
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“Pathological Board of Review” will extend its 
services to other spheres to include controlled cer- 
tified expert medical opinions for the guidance of 
the jurists and juries in all forms of litigation, 
unbiased and learned decisions as to routine prob- 
lematical diagnoses, recommendations and control 
of cooperative and combined research studies and 
reports on problems dealing with death certifica- 
tion, recommendations as to nomenclature, inte- 
gration of data for controlled statistical analyses, 
etc. 
Cooperation with the Mortician 


The mortician should be assisted in his efforts 
to ameliorate the suffering of the family. This 
requires, primarily, the possession of the body as 
soon as possible. The policy of granting “re- 
moval permission” by telephone, and requiring 
submission of a certificate only for “burial permis- 
sion,” has been eminently successful in expediting 
routine for the embalmer and undertaker. The 
body should be properly prepared at the time of 
death, so that hypostasis will not discolor the 
finger nails or distort the face. This requires 
that the head always be elevated slightly, and 
that the bandages to the face be applied gently. 
The hands of the deceased should also be laid at 
rest at a higher level, as on the chest. The path- 
ologist’s investigation should be adjusted to re- 
lease the body at the designated hour, in order 
to avoid the expense of additional hours of hire of 
the hearse. Facilities for embalming and other 
necessary materials for proper restoration of the 
body, following autopsy procedure, including 
oakum, absorbent cotton, plaster of Paris, malle- 
able wire and the like, should be available without 
charge. 


A spirit of good fellowship and mutual helpful- 
ness with the local undertakers and embalmers 
can be cultivated. All forms required by insur- 
ance carriers and other authorities should be com- 
pleted in the spirit of ready and willing assistance, 
immediately upon presentation by the undertaker. 
In the matter of obtaining autopsy consents, the 
hospital is entitled to passive cooperation in all 
cases, and active assistance in some, from the 
mortician. The undertaker should encourage the 
prompt appearance of the family for the inter- 
view. He can do much to expedite the routine, 
by assuring the family of the impersonal motives 
that prompt such a request. He should urge them 
to appear immediately, being careful to note that 
as far as his own services are concerned, he per- 
sonally is not opposed to such an examination. If 
his opinion is requested, it is not unreasonable 
to expect a favorable general statement from him. 


The mortician should always telephone first, to 
determine exactly when the certificate will be 
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available and when the body can be released, to 
avoid the irritating delay incident to his own mis- 
calculation, embarrassing to all. Finally, the mor- 
tician should be patient and considerate when a 
consent autopsy results in the postponement of 
the release of the body because a medicolegal 
aspect, not suspected previously, is detected by 
the procedure. He himself would willingly accept 
equivalent delay in a parallel situation. If during 
his own duties he observed a suspicious bullet 
wound, not detected by the examining and certify- 
ing physician, he himself would accept the delay 
and refer the case to the medicolegal authorities 
for investigation. 


Summary 


Death certification is an all-important function, 
directly concerned with the maintenance of health 
and the administration of justice. General wel- 
fare and service to the individual family are com- 


-— 


patible, if the procedure of death certification js 
properly organized and administered. The mor- 
tician, the pathologist, the medical examiner or 
coroner, the Department of Health and the hos- 
pital authorities must cooperate, if the public 
service of death certification is to be properly 
controlled, and elevated to a scientific level. 


A plan of procedure is offered for all hospital 
deaths from the time of the patient’s entry until 
delivery of the body to the undertaker, with or 
without autopsy by the hospital pathologist or by 
medicolegal authorities. 


A recommendation is offered for more satisfac- 
tory control of the accuracy of the death certifi- 
cate and of two types of cases now occasioning 
considerable difficulty, (a) Cases with unknown 
cause of death, bearing no criminal aspect, (b) 
Non-criminal cases with only questionable civil 
medicolegal features. 
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Clinical Records 


Sir William Osler, doubtless from his early lab- 
oratory training, was one of the first to insist on 
a careful and complete written clinical record of 
every patient. He was fond of quoting Francis 
Bacon’s saying that “Reading maketh the full 
man; conference a ready man; and writing an 
exact man.” 


Thus the well-written clinical record is of value 
not only for research purposes and for future 
reference in the case of the individual patient, but 
is of value to the patient in that it requires clearer, 
more accurate thinking on the part of the respon- 
sible physician. 


The older generation of physicians had little 
training in the keeping of clinical records and their 
amateurishness is frequently evident in their 
meaningless prolixity. 


The net result of this clumsiness of thought is 
to add needless bulk to the clinical record. 


Poorly designed forms for nurses’ records are 
even worse offenders in this matter as, in the 
average history, these records constitute some 
seventy-five per cent of the total bulk. 


This problem of the bulk of the record is not as 
simple as it seems as the problems of storage space 
and accessibility for reference may soon become 
very real ones. 


One solution has been to separate the nurse’s 
notes section from the physician’s record, tempera- 
ture chart, laboratory records, etc., thus decreas- 
ing the space required by some sixty per cent to 


116 


seventy-five per cent. Nurses’ notes may be sim- 
ply tied in bundles and stored in bulk if bundles 
are properly labeled on the outside. 


In this connection, it should be noted that the 
need for preserving the nurses’ notes is in inverse 
relation to the quality of the doctor’s progress 
notes. The better the progress notes the less the 
need for preserving, in a quickly available man- 
ner, the nurse’s notes. 


The most recent method of preserving records 
is by filming them on standard 35 mm movie film. 
These records have recently been given the stamp 
of court approval, thus removing any legal objec- 
tion to filming the record and destroying the 
original. 


Some hospitals have questioned the cost of this 
procedure but experience indicates the cost to be 
about two cents per twelve-page record and the 
storage space required about one per cent of that 
required for the original. On this basis, it is esti- 
mated that the cost of providing filing cabinets and 
the space in which to place them in an accessible 
manner will just about equal the cost of filming. 
Thus an ordinary desk drawer would accommodate 
the films of approximately 10,000 clinical records. 


Properly indexed and filed, these records are 
even more convenient to consult than would be the 
originals. The time required to locate and start 
a film in the projector will usually be not much if 
any more than that required to lift an original 
from the file, particularly in the case of the older 
records which are often transferred to some less 
accessible area. 
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News Notes of Interest to the Hospital Field 


Grace E. Allison, R.N., superintendent of Sa- 
maritan Hospital, Troy, New York, will retire 
December 15, and Mrs. Walter Phelps Warren has 
been appointed as Miss Allison’s successor. 


a 
Mary L. Barr, R.N., has resigned as superin- 
tendent of Westlake Hospital, Melrose Park, Illi- 
nois. E. M. Elbert, a member of the Board since 
1934, has been appointed to succeed Miss Barr. 


—_—— f———— 

Mrs. W. J. Blackburn, R.N., will succeed Myrtle 
Dean as superintendent of the Bryan Memorial 
Hospital, Lincoln, Nebraska. 


—_———< ——__—_ 

Sister M. Bonosa, former superintendent of the 
A. C. Milliken Hospital, Pottsville, Pennsylvania, 
has been transferred to the Mt. Trexler Tubercu- 
losis Sanatorium, Limeport, Pennsylvania, and 
Sister M. Theodefrida has been appointed superin- 
tendent of the A. C. Milliken Hospital. 


—_—_ > 

Horace L. Burgin has been appointed business 
manager of the Hartnett County Hospital, Dunn, 
North Carolina, effective December 1. Mr. Burgin 
will succeed A. Harrell Pope, who resigned. 


iomslilaiiineiaeds 

Mrs. Paul: Campbell has resigned as superin- 
tendent of the New London Hospital, New Lon- 
don, Ohio, and Mrs. Marian Pierce has assumed 
her duties as Mrs. Campbell’s successor. 


———— : 

Agnes L. Collins, R.N., has accepted the posi- 

tion as superintendent of nurses of St. Joseph 
Hospital, Ottumwa, Iowa. 


aiiaiiiialiasiaa: 

Robert B. Eleazer, Jr., has resigned as adminis- 
trator of the City Memorial Hospital, Thomas- 
ville, North Carolina, to accept the position as 
business manager of the Norburn Hospital, Ashe- 
ville, North Carolina. Lawrence H. Bright, for- 
merly assistant business manager of the Yadkin 
Hospital, Albemarle, North Carolina, has been 
named as Mr. Eleazer’s successor at City Memo- 
rial Hospital, Thomasville. 


Lai 
Dr. T. L. Foster resigned as superintendent of 
the Osawatomie State Hospital, Osawatomie, Kan- 
sas, and recently assumed his duties as a staff 
member of the Hertzler Clinic, Halstead, Kansas. 


degsheniiiiaheniens 

Suzanne M. Freeman, R.N., has resigned as su- 
perintendent of the Hahnemann Hospital, Worces- 
ter, Massachusetts, and Erna M. Kuhn, who has 
been principal of the training school and super- 
intendent of nurses of that hospital for the past 
two years, has been named superintendent to suc- 
ceed Miss Freeman. 


iil aa 

John R. Golden has been employed as business 
manager and Dorothy Blaisdale has been employed 
as superintendent of nurses of the Axtell Chris- 
tian Hospital, Newton, Kansas. 
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Dr. Ina C. Hall, who was assistant director of 
the State of Wisconsin General Hospital at the 
University of. Wisconsin, Madison, has assumed 
her duties as superintendent of Woman’s Hospital, 
Cleveland, Ohio. Doctor Hall succeeds Verna Mac- 
Cullum, who had been acting superintendent of 
the institution. 

——_—__———— 

Dr. T. L. Harrington, medical director at River 
Pines Sanatorium, Stevens Point, Wisconsin, re- 
tired on October 1, and Dr. Henry A. Anderson 
has been named as Doctor Harrington’s successor. 
Doctor Anderson was formerly assistant superin- 
tendent at Pinehurst Sanatorium, Janesville, Wis- 


consin. 
—— > 


Miss Homer C. Harris, R.N., is superintendent 
of the Virginia Municipal Hospital and the Vir- 
ginia Detention Hospital, Virginia, Minnesota, 
succeeding Mae H. Fye, R.N., who resigned. 


ejciljeadiliabiesdlaes 

Dr. Charles E. Irwin has resigned as superin- 
tendent of the Woodward State Hospital, Des 
Moines, Iowa, and Dr. E. M. Myers has been ap- 


pointed as Doctor Irwin’s successor. 
= 


Dr. Francis Thomas Keyes has succeeded Dr. 
Edward W. Baker as superintendent of Yuba 
County Hospital, Marysville, California. 


Pitino ei 

Mrs. Dorothy G. King, R.N., has resigned as 
superintendent of the Methodist Hospital, Prince- 
ton, Indiana, to accept the superintendency of the 
Broward General Hospital, Ft. Lauderdale, Flor- 
ida, succeeding Kathryn R. Gutwald, R.N., who 
resigned. 


a 

Dr. David F. Loewen, head of the Peoria County 
Tuberculosis Board, Peoria, Illinois, has been ap- 
pointed director of the Macon County Tuberculosis 


Sanitarium, Decatur, Illinois. 
—p—— 


Elizabeth Myers has resigned as superintendent 
of the Seidle Memorial Hospital, Mechanicsburg, 
Pennsylvania, and has been succeeded by Cath- 
erine M. Geiman. 

icici 

Mrs. Myrtle C. Park has resigned as superin- 
tendent of the Community Hospital, Berea, Ohio. 
Blanche W. Hoppes has been appointed superin- 


tendent to succeed Mrs. Park. 
——_p——— 


Frances Perry has resigned as superintendent 
of the Davidson Hospital, Lexington, Kentucky, 
effective November 15. 

henniZ Es 

Elizabeth P. Pitman, R.N., has resigned as su- 
perintendent of the Adams County Memorial Hos- 
pital, Decatur, Indiana, and Mrs. Nellie Mae Lowe 
was named as Miss Pitman’s successor. 
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copies of this magazine 
were printed this month. 


It is being read by hos- 
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| Wever ** 
forget them! 


Pasteur and Lister and Koch are great names 
to conjure with in medicine. The first for 
discovering how bacteria grow, the second for 
applying the findings of the first to wound 
surgery, the third for his isolation of the 
tuberculosis bacillus. 

But how about Smith, and Brown, and Jones? 

Never heard of them in medicine? 

No, but they’re the ones whose giving to 
hospitals has placed the advances of medicine 
within reach of the people. They’re the men, 
with a lot of others, who have done the every- 
day digging—as members of hospital boards, 
as ordinary citizens contributing their share, 
as men and women plodding from door to door 
and office to office seeking support for hospitals. 

All possible tribute to them! They are 
keeping alive our American system of voluntary 
hospitals. 


Ketchum, Fne. 


2000 KOPPERS BUILDING 
PITTSBURGH, PENNSYLVANIA 


Charter Member, American Association of Fund-raising 
Counsel . . . committed to uniformly high ethical standards 
in the financing of philanthropic institutions. 








November, 1941 








